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ABSRACT
Recently, the concepts of social competence and social skills have become important 
aspects of the evolving definitions of mental retardation (Siperstein, 1992). However, few 
studies have focused on social behavior in adults with severe developmental disabilities, 
despite the proliferation of research in assessment and training of social skills with other 
populations. This study examined the psychometric properties of the Matson Evaluation of 
Social Skills for Individuals with Severe Retardation (MESSIER) - a scale designed to 
measure social skills in adults with severe developmental disabilities. A reliable and valid 
measure of social skills for this population would be useful in determining target behaviors 
for social skills training and in comparing these individuals to a normative population of 
persons functioning at the same level. The scale would also aid investigations of the 
relationship between social behavior and many other factors, such as psychopathology, in 
adults with severe and profound mental retardation.
In the presented research, a preliminary evaluation of the test-retest and inter-rater 
reliability of the MESSIER was conducted. It was determined that the MESSIER has high 
stability across raters and good stability over time. Next, a mental health professional's 
sociometric ranking of each subject was compared to the subject’s score on the MESSIER to 
evaluate the validity of this method for assessing social skills. Rankings were found to 
correlate highly with total MESSIER scores for 80 % of raters indicating good support for 
the convergent validity of the MESSIER. Three hypotheses concerning the impact of 
demographic variables upon total MESSIER score were tested. Level of mental retardation
vi
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significantly impacted MESSIER scores, as did DSM diagnosis, when diagnosed subjects 
were matched with non-diagnosed subjects for level of mental retardation and verbal skills. 
No significant differences were found between young and older subjects on MESSIER 
scores. Finally, we examined the effects of inappropriate and appropriate social behavior on 
the overall judgment of social competence by comparing the relative impact of different 
factors of the MESSIER on sociometric ranking. Positive social factors were found to 
correlate more closely with sociometric ranking than negative social factors. Implications of 
these findings are discussed.
vii
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
INTRODUCTION
The assessment and development of social skills has long interested human service 
professionals in various settings such as schools, clinics, and residential centers (Garmezy, 
Masten, Nordstrom, & Ferrarese, 1979; Gesten, de Apodaca, Rains, Weissberg, & Cowen, 
1979). The interest of scientists and clinicians may stem from the observation that social 
skills, either social competence or social deficits, can greatly influence a person's socio- 
emotional adjustment and psychological well-being. For example, social skills can allow or 
assist a person in making friends, establishing support networks, and dealing with society on a 
daily basis. Social skill deficits may prevent a person from establishing a peer group or from 
functioning to his/her greatest capacity in society. In addition, deficits in social skills have 
been linked to problems such as aggression (Minde, 1992), schizophrenia (Bellack & Hersen, 
1978), social isolation (Asher, Oden, & Gottman, 1977), depression (Lewinsohn, 1974; Libet 
& Lewinsohn, 1973), delinquency (Henderson & Hollin, 1986; Moore, Chamberlain & 
Mukai, 1979), alcoholism (Chaney, O'Leary, & Mariatt, 1978; Miller & Eisler, 1977), and 
mental retardation (Matson & DiLorenzo, 1986).
In summary, social skills are important for several reasons. First, social skills enable 
one to adjust to and respond to complex environmental cues and avoid the unfavorable 
conditions listed above. Second, social skills can assist an individual with coping with stress 
inducing situations and avoiding interpersonal conflicts (Matson & Swiezy, 1994). Third, and 
perhaps most importantly, social skills enable us to obtain the social interactions and 
relationships which all humans need to promote healthy emotional functioning and
1
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psychological adjustment (Asher & Renshaw, 1981; Guralnick, 1986). Given the 
complexities of social relationships, it is no surprise that social skills problems are so 
pervasive in the general population (Cowen, Pederson, Babjian, Izzo & Trost, 1973).
It has been suggested that social skills problems are even more pervasive in 
individuals with mental retardation (Siperstein, 1992). Individuals with mental retardation 
exhibit more social skill deficits than the general population, but development of social skills 
and social competence is vitally important to community adjustment (Lovett & Harris, 1987).
Because social skill is considered so necessary for adaptive functioning in society, a recent 
definition of mental retardation included social skills as one of 10 major categories of adaptive 
behavior (Luckasson, Coulter, Polloway, Reiss, Schalock, Snell, Spitalnik & Stark, 1992).
A wealth of research has focused on identifying social skill deficits and on training 
social skills in individuals with mental retardation or developmental delays (for reviews see 
Singh & Winton, 1983 and Guralnick, 1986). Much of this research has focused on school- 
age or preschool age children with mild or moderate developmental delays and/or pervasive 
developmental disorders (Chandler, Lubeck & Fowler, 1992; Williams & Asher, 1992). 
Significant gains have been made in assessing and addressing social skills deficits in these 
populations (Spence, 1981: Torgrud & Holbom, 1992). However, adults with 
developmental disabilities have received less attention in the literature. Several factors may 
account for this neglect including recent funding trends which have favored research in 
prevention and early intervention, and inadequacy of research technology to address the 
complexities of adult social skills.
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Research on adolescent and adult social skill development has not expanded as 
rapidly as research with younger children, but does exist (Mathias & Nettelbeck, 1992; Bain, 
1991). A new set of skills are required for social competence as an individual grows older. 
New situations such as work environments and independent living situations create new 
social demands. Individuals may begin to establish different kinds of social relationships that 
require different social skills. For example, an individual must learn to function as a co­
worker and must learn to manage romantic relationships as he/she grows older. Individuals 
with developmental disabilities typically experience even greater difficulties with such 
demands than do individuals who function in the average range of intellectual functioning.
Several gaps exist in the research literature on social skills in adults with 
developmental disabilities. First, researchers have generally focused on persons with mild or 
moderate disabilities when examining social behavior, while neglecting the social behavior of 
adults with severe disabilities (Singh & Winton, 1983). Basic social interactions skills, motor- 
gestural and vocal-verbal skills, and basic conversational skills can be trained in individuals 
with severe and profound mental retardation (Warren, Baxter, Anderson, Marshall and Baer, 
1981; Guralnick & Kravik, 1973; Whitman, Mercurio & Caponigri, 1970). However, most 
research with persons evincing severe disabilities has focused on decreasing severe aberrant 
behaviors and increasing functional communication skills (Carr & Durand, 1985; Durand & 
Carr, 1992).
Second, psychometrically sound tools for assessing social behavior in severely 
mentally retarded persons are noticeably lacking in the research literature. Many instruments
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
used with this population are measures of general adaptive functioning which include social 
behavior as only a small component. Other instruments that specifically assess social behavior 
target children or adults of normal intellectual capacity. Due to these limitations, these 
instruments may not be appropriate for use with adults with developmental disabilities. A 
psychometrically sound measure of social behavior for adults with severe disabilities may 
promote research in several areas: the relationship between social skills deficits and aberrant 
behavior, treatment of aberrant behaviors by training appropriate social behavior, and 
identification of social behaviors which contribute to the perception of social competence by 
others.
Overview
The current study addresses the lack of psychometrically sound social skills 
assessment tools for adults with severe disabilities by examining the adequacy of 
psychometric properties of a behavioral checklist designed for use with this population. In 
particular, such an instrument would fulfill a need created by the new AAMR definition of 
mental retardation (see Historic and Current Definitions section in literature review). The 
following literature review provides a brief sketch of social skills and social competence and 
integrates this literature into the changing perspectives on the field of developmental 
disabilities. First, historic and current definitions of mental retardation are provided. Second, 
several conceptual models of social skills and social competence are reviewed. Third, a brief 
review of different methods of assessment of social behavior is provided and assessment of 
social behavior in several populations is summarized. Next, the literature on the role of social
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
behavior in individuals with developmental disabilities is examined. Finally, a rationale for an 
empirical examination of the reliability and validity of the Matson Evaluation of Social Skills 
in Individuals with Severe Disabilities (MESSIER) and for the examination of the role of 
appropriate and inappropriate social behavior on other's perception of social skills in adults 
with severe disabilities is provided. Due to the breadth and complexity of the literature 
relating to social skills, theories of social skills and methods of assessment of social skills are 
the only topic areas covered in this paper. The issues of etiology of social skills deficits, 
social skills training and many others that do not pertain directly to the proposed study are 
beyond the scope of the present literature review. However, others have reviewed these 
topics extensively (Curran, 1979; Herbert, 1986; Singh & Winton, 1983).
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LITERATURE RE VIEW
Mental Retardation
Historic and Current Definitions
Grossman (1983) defined mental retardation as "significantly subaverage general 
intellectual functioning existing concurrently with deficits in adaptive behavior and manifested 
during the developmental period (p. 11)." According to Grossman, general intellectual 
functioning was to be measured by a standardized intelligence test measuring general abilities. 
Adaptive behavior was defined as the effectiveness with which an individual meets the 
standards of personal independence and social responsibility expected of people in their age 
and cultural group. This definition makes no reference to etiology of the condition and does 
not specifically refer to standardized assessment of different adaptive skill areas.
Historically, the diagnostic system of the American Psychiatric Association has 
adopted the definitions listed above (APA, 1980; APA, 1987). The Diagnostic and Statistical 
Manual of Mental Disorders - Fourth Edition (DSM-IV) defines mental retardation as 
“significantly subaverage intellectual functioning existing concurrently with deficits in 
adaptive behavior, and manifested during the developmental period” (APA, 1994). These 
deficits are commonly measured using standardized intellectual assessment batteries and 
adaptive behavior scales. Individuals are then classified into one of four levels of functioning: 
mild, moderate, severe, or profound (see Table 1).
Individuals with mild mental retardation typically score between approximately 50-55 
to 70 on tests of intellectual abilities and demonstrate comparable deficits in adaptive
6
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
behavior. This group constitutes approximately 80% of all persons with mental retardation 
(McGrath & Kelly, 1987). People with mild mental retardation often do not demonstrate 
deficits until school age when it may become evident that cognitive deficits or delays exist. 
Difficulties in other areas of functioning (i.e., social skills) may arise due to academic 
difficulties and be alleviated when the person leaves the academic setting. Thus, the term "6 
hour retardate" described children who only demonstrated deficits at school age (Dietz & 
Repp, 1989). For this reason and many others, the issue of adaptive behavior was 
incorporated into later definitions of mental retardation.
Moderate mental retardation is diagnosed in persons whose IQ fells in the range of 
35-40 to 50-55. Approximately 10% of people with mental retardation fall into this category. 
People with moderate mental retardation typically are capable of learning unskilled and 
semiskilled work with extensive training programs (Kaplan & Sadock, 1991). People with 
moderate mental retardation are frequently noticeably different in appearance and functioning 
level than persons of average intellectual functioning.
Three to seven percent of persons with mental retardation have severe mental 
retardation, defined as having an IQ in the range of20-25 to 35-40 (McGrath & Kelly, 1987). 
They frequently exhibit little or no communication skills or social skills and often have 
physical and neurological impairments. Generally, individuals with severe mental retardation 
may contribute minimally to their own self-maintenance, but are very limited in vocational 
abilities (Kaplan & Sadock, 1991).
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Level
Mild
Moderate
Severe
Profound
Table 1. Developmental Characteristics of Individuals with Mental Retardation
IQ
50-55
to
70-75
Skill Development by Area
Vocational Personal
Able to work Some deficits
Social and
communication skills
Academic
Key to identification 
Develop academic skills 
to 6th grade level
35-40
to
50-55
20-25
to
35-40
Unskilled
Semi-skilled
Supervision
Generally 
Unable to work 
independently
Noticeably different 
Social skills problems 
Personal care skills 
with training
Very limited 
self-care with 
training
Extreme difficulties 
Develop academic skills 
to 4th grade level
Unable to learn most 
functional academic skills
Below
20-25
Unable to work Non-verbal 
Extremely limited 
in self-care
No academic skills
OO
The remaining and smallest category is profound mental retardation. Approximately 
1-2% of people with mental retardation fall into this category which is characterized by IQ 
level below 20-25 (McGrath & Kelly, 1987). Most people in this category have an identified 
organic (neurological) condition that accounts for their extreme skill deficits in most areas of 
functioning (Kavanaugh, 1988). In addition, people with profound mental retardation 
frequently have severe maladaptive behaviors, including self-injurious behavior and 
stereotypies (Matson, 1989).
Recent Debate Concerning the Definition of Mental Retardation.
The American Association on Mental Retardation (AAMR) has recently published a 
revised definition of mental retardation (Luckasson et al., 1992). The DSM-IV partially 
accepts this controversial definition while the American Psychological Association (APA) 
rejects the definition and is currently writing its own. The AAMR definition differs from the 
past definition and the current APA definition in several ways.
First, the new definition no longer groups individuals by level of intellectual 
functioning. The AAMR definition shifts the focus from individual deficits to specific service 
provision needs levels: intermittent, limited, intensive, and pervasive. A need level can be 
determined for several different services. The purpose of this change was to shift the focus 
of the definition from a deficit model to a support needs model (Reiss, 1994). However, 
critics of this model illustrate several possible flaws of this new classification.
Gresham, MacMillan, and Siperstein (1995) point out that no empirically or clinically 
derived measures of needed environmental supports exist. Thus, we must measure something
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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using primarily "clinical judgment". In addition, the AAMR manual presents no decision 
making rules or model for determining the needed level of support. As a result, the lines 
between intermittent and limited may be different for each person or service provision area.
The AAMR definition would increase the heterogeneity of the diagnostic group and 
sacrifice professional communication and research utility by abolishing the levels of 
intellectual functioning and advocating one diagnostic code of mental retardation. While the 
term mental retardation refers to individuals with a wide range of intellectual and adaptive 
capacities, the sublevels system creates four largely homogeneous categories. For example, 
the term “moderate mental retardation” communicates much information to other 
professionals than simply “mental retardation”. Communication is one of the primary 
purposes of any classification system. Matson (1995) points out that researchers have used 
these classifications to communicate for decades and changing this system may make 
treatment research difficult to interpret. As a result, researchers may ignore the new 
definition (Hodapp, 1995).
A second change in the AAMR definition is that a score of seventy-five constitutes 
the upper limit of intellectual functioning for the diagnosis of mental retardation, rather than 
two standard deviations. While the wording is quite similar to past definitions, the greater 
emphasis on the higher IQ limit may have several implications. Increasing the score to 75 
may result in a dramatic increase in the number of individuals who fall into the range of 
mental retardatioa In particular, minority groups may be greatly over-represented (Matson, 
1995). The AAMR manual attempts to protect against this pitfall by suggesting that
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
standardized measures appropriate for the individuals cultural, linguistic, and social 
background be used (Reiss, 1995). However, this statement ignores the fact that such 
measures do not exist.
A final major change in the AAMR definition which presents as even greater concern 
is the reconceptualization of adaptive behavior deficits. The AAMR definition divides 
adaptive behavior into 10 categories: communication, self-care, home living, social skills, 
community use, self-direction, health and safety, functional academics, leisure, and work. 
"Limitations falling substantially below the average level of functioning" in two of these areas 
constitute mental retardation when existing concurrently with a score below 75 on a 
standardized measure (Luckasson et al., 1992).
Each of these designated categories of adaptive behavior represents a vital area of 
skill acquisition. However, no empirical evidence easts to suggest that deficits in only 20% 
of adaptive domains sufficiently delineate mental retardation. In addition, the origination of 
these 10 specific categories is unclear (MacMillan et al., 1993). Finally, no adequate 
measures of these 10 categories exist. The AAMR manual attempts to ensure quality by 
stating that an appropriately normed and standardized instrument should be used, but such 
instruments do not exist for each subscale (Gresham et al., 1995). Thus, the AAMR definition 
cannot truly add to our understanding of these 10 vital skills areas until appropriately normed 
and standardized instruments are created.
Despite the controversy over definitions of mental retardation, the skills of individuals 
with severe and profound retardation are markedly different from those of individuals with
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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mild and moderate retardation. These skill differences dictate that assessment tools must be 
created and normed specifically for this population. In particular, social skills and deficits 
deserve attention since social behavior plays an important role in any individual’s overall 
functioning.
Definitions and Models of Social Skills and Competence 
Despite the proliferation of research on social skills in the past 20 years, general 
consensus has not been reached on definitions of social skills. Combs and Slaby (1977) 
defined social skills as "the ability to interact with others in a given context in specific ways 
that are societally acceptable or valued and at the same time are personally beneficial, 
mutually beneficial or beneficial primarily to others" (p. 162). This definition, however, does 
not specify the behavioral components of the ability to interact with others.
Other researchers have defined social skills differently. Libet and Lewinsohn (1973) 
defined social skills as "the complex ability both to emit behaviors that are positively or 
negatively reinforced and not to emit behaviors that are punished or extinguished by others"
(p. 304). This definition concentrates on observable behavior, but focuses on behavioral 
processes and maintenance variables rather than specific topographies or forms of behavior. 
Foster and Ritchey (1979) offered a similar definition of social skills, defining them as "those 
responses which, within a given situation, prove effective, or in other words, maximize the 
probability of producing, maintaining, or enhancing positive effects for the interactor" (p.
626). This definition focuses on specific behaviors and the situational specificity of social 
skills.
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Gresham and Cavell (1987) suggested more general definitions of social skills, which 
might avoid ambiguous phrasing. One way to define social skill is by peer acceptance or 
popularity. If a person is popular, they are labeled socially skilled. Another approach is to 
define social skills behaviorallv. If a person exhibits specific predetermined behaviors, they 
are labeled socially skilled. A third approach adds the issue of social validity by focusing on 
"behaviors that within a given situation, predict important social outcomes" (Gresham & 
Cavell, 1987, p. 98).
All of these definitions view social skills as a part of the "broader concept of social 
competence" (Gresham, 1986; Kazdin, 1979; McFall, 1982). Social competence is usually 
defined as "an evaluative term" based on the capacity to exhibit skilled behaviors or success in 
social interactions (Conger & Conger, 1982; McFall, 1982; Trower, 1982). The relationship 
between specific social skills and the broader concept of social competence resulted in two 
dominate social skills models.
McFall (1982) reviewed the two dominate models of assessment and treatment of 
social skills — the trait or molar model and the behavioral or molecular model. The trait 
model assumes that social competence is "a hypothetical construct referring to a general 
underlying personality characteristic or response predisposition" (McFall, 1982, p. 2) 
According to this model, we cannot actually measure social competence because it is an 
internal construct. What we are actually measuring, according to McFall, are observable 
behaviors that give a "reflection of the person's degree of social skillfulness" (McFall, 1982, p. 
2). McFall criticizes the circular reasoning of this model because it suggests that if
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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performance is satisfactory, then the person must have the required social skills while also 
indicating that the person must have had adequate social skills because of satisfactory 
performance (McFall, 1982).
The molecular model views social skills as an attribute of a person's situation-specific 
behavior. This approach can be very useful in treatment planning and treatment evaluation, 
because it focuses on specific behaviors and no inference is made about an underlying 
personality construct. While this model provides an operational definition of social skills, 
predicting overall social performance is difficult with this model because behaviors are 
situation specific (Kazdin, 1979).
McFall developed his own model in an attempt to integrate definition and prediction 
and to address the issue of social validity. McFall suggested that social skills are specific 
abilities required to perform the task of social interaction competently (McFall, 1982). His 
definition of social competence incorporates the issue of social validity. Factors such as 
evaluation criteria, judge's bias or error, and influences of age, gender and other 
characteristics of the performer must be considered because social competence is an 
evaluative term, (McFall 1982). Kazdin (1979) also indicated that demographic factors such 
as those just mentioned play an important role in determining social competence.
In a more recent model of social skills and social competence, Cavell (1990) 
suggested that social competence is a multi-level construct with three main subcomponents: 
social adjustment, social performance, and social skills. Cavell placed social adjustment, 
which he defines as the extent to which individuals are currently achieving societally
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appropriate goals, at the top level of the three-tiered hierarchy. Social performance and social 
skills may impact on social adjustment, but do not necessarily determine social adjustment 
Other factors that may impact on social adjustment include emotional status and familial 
status.
Cavell defines social performance, the second tier of this model, as the degree to 
which a person's responses meet socially valid criteria. Thus, social performance 
encompasses much more than just social skills or social skill deficits. Other factors affecting 
successful social performance might include motivation, and previous social standing. The 
bottom tier of this multi-level model, social skill, refers to the specific abilities that enable 
socially competent performance. Cavell states that social skills alter social performance to 
meet social demands and eventually affect social adjustment. Using this model, social skills 
are only the first step in establishing effective social functioning.
Bye and Jussim (1993) proposed a different model for the development of social 
knowledge and social competence, which also established social skill as a necessary but 
insufficient precursor to social performance. In their filter model, Bye and Jussim (1983) 
suggest that five filters moderate the total available social information resulting in a person's 
social performance. The five fibers include 1) environmental factors (culture, norms, models, 
sanctions), 2) physiological factors (vision, hearing, attention span), 3) information processing 
(encoding, retrieval), 4) social knowledge, and 5) motivation (self-efficacy, goals). This 
model delineates many outside influencing factors which Cavell’s model subsumes within his 
three levels (see Figure 1 and Figure 2).
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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SOCIAL SKILL
SOCIAL PERFORMANCE
SOCIAL ADJUSTMENT
Figure 1. Cavell’s Model of Social Competence.
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Figure 2. Bye and Jussim’s Model of Social Competence taken from page 146, Bye and 
Jussim (1993). A proposed model for the acquisition of sodal knowledge and sodal 
competence. Psychology in the Schools. 30. 143-161.
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Each of the first three filters affects social knowledge acquisition and social performance. For 
example, environmental factors affect knowledge acquisition by restricting available models 
and affect social performance by restricting the practice of previously observed sodal 
behaviors. A physiological factor such as Attention Deficit Disorder may affect knowledge 
acquisition by decreasing attention to relevant sodal cues and models in the environment and 
affect sodal performance by promoting rash behavior even when appropriate scripts, and 
expectations direct attention to sodal information that is most vivid and sodal knowledge is 
present (Garfinkel & August, 1987). Individual differences in thought patterns, self­
statements and other cognitive features contribute to individual differences in social 
performance when sodal knowledge is adequate (Mdchenbaum, Butler, & Gruson, 1981).
The other two filters, sodal knowledge and motivation, affect sodal performance but 
not sodal knowledge acquisition. The first three filters affect sodal knowledge which, in 
turn, serves as a filter for sodal performance. Sodal knowledge is an important determinant 
of decision making in sodal situations and an important context for generalization to new 
sodal content (French, 1985). Finally, motivation is the final filter which guides actions and 
responses in sodal situations. Self-appraisal and personal goals affect what sodal behaviors a 
person will attempt and the energy he/she will devote to sodally challenging situations (Asher 
&Renshaw, 1981).
In summary, sodal skills theories have generally been divided into two categories: 
molar or molecular approaches. Molar theories view sodal competence as a hypothetical 
construct which cannot be directly measured. In contrast, molecular approaches view social
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competence as specific behaviors which may be operationally defined and observed. More 
recently, researchers have proposed that social competence is a multi-level or multi-filters 
construct. As knowledge about social behavior expands, theories become more complex.
Yet, all of these theories lead to similar conclusions, as all point to appropriate social behavior 
and social competence being integral components of social adjustment and general 
functioning.
Thus, it is not surprising that persons with below average general functioning 
frequently have difficulties in the social domain. According to the multi-component models, 
difficulties could arise at any level. Individuals with mental retardation begin the task of social 
information processing at a cognitive disadvantage. The various difficulties which individuals 
with mental retardation encounter in the social arena necessitate re-interpretation of social 
skills theories with this population.
Social Skills Theories Applied to 
Persons with Developmental Disabilities
The important role of social skills in mental retardation was clearly emphasized in the 
first half of the twentieth century. In 1937, Tredgold suggested that social competence is the 
"most logical and scientific concept of mental deficiency." Itard (1962) portrayed his training 
of the wild bov of Avervon as an attempt to enhance the child's capacity for social interaction 
and social life. Thus, the primary component of this child's "retardation" was his inability to 
interact socially.
Years later, Edgerton (1967) addressed the importance of social competence in 
mental retardation in his landmark work The Cloak of Competence. Edgerton suggested that
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lack of social competence would be the most likely factor to draw attention or lead to 
identification of individuals with mental retardation. While people with mental retardation 
may be successful at “cloaking” other deficits by restricting their activities to their areas of 
competence, the social arena is likely to highlight their lack of adaptability and social 
intelligence. This supposition emphasized the importance of social competence in mental 
retardation. However, the focus on social deficits was diverted for many years by advances in 
the field of standardized intellectual assessment.
The controversy over the 1992 AAMR definition has again brought the importance 
of social competence in mental retardation to the forefront. In a special issue of the American 
Journal on Mental Retardation. Siperstein (1992) suggested that social competence is one of 
the most integral constructs in mental retardation. In feet, he suggests that a large portion of 
"adaptive behavior" reflects developing social competence in several settings.
Greenspan and Granfield (1992) expanded this idea by arguing that instead of 
considering social skills as part of adaptive behavior, all "intelligence should be viewed more 
broadly to include aspects of social competence that involve intellectual processes” (p. 442). 
In feet, these authors and Mercer (1973) suggest that the aspect of social intelligence that 
allows people to master the changing social roles of adulthood (spouse, employee, neighbor) 
ultimately determines whether a person remains classified as "mentally retarded." Greenspan 
and Granfield (1992) proposed an alternative model in which mental retardation is defined as 
deficits in three broad areas of intelligence: social, practical, and conceptual. This model
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elevates social functioning to a level equal with adaptive skills (practical intelligence) and 
intellectual functioning (conceptual intelligence).
Another important connection between social functioning and mental retardation has 
been delineated. Research indicates that social functioning and aberrant behavior are related in 
individuals with severe developmental disabilities. Carr (1977) presented several hypotheses 
for the maintaining functions of aberrant behaviors. One of these hypotheses' states that 
individuals may use aberrant behaviors as a means of gaining social attention and interaction if 
they do not possess a more adaptive means to gain social interaction. Research indicates that 
maladaptive or aberrant behaviors have decreased drastically when social skills training or 
functional communication training provided individuals with a more socially appropriate 
means of obtaining attention and interaction with others (Durand & Carr, 1991).
Techniques for Assessing Social Skills 
Researchers and practitioners have refined methods of assessing social behavior for 
decades (Denham & McKinley, 1983). Methods of assessing social skills and competence 
are as varied as the definitions and models presented above. In addition to social skills, 
measures exist to assess social problem solving skills, social inference, social comprehension, 
role-taking abilities, insight, judgment, communication abilities, and other aspects of social 
competence. The present literature review will focus primarily on social skills assessment.
Assessment tools can be valuable for screening social skills deficits, determining 
treatment targets, and evaluating treatment efficacy. Initial assessment of social skills may 
help to identify children who are having sodal competence problems to identify the specific
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deficits that may be causing the problems. Pre- and post- training comparisons can be 
valuable in evaluating the effects of social skills training in remediating deficits. Assessment 
of social skill assumes that measuring behavior in a particular social context will provide an 
index of behavior in other situations, with other people, or in the future. Three methods have 
been widely used to assess social skills: behavioral observations, sociometric techniques, and 
behavioral checklists.
Behavioral Observations
Behavioral observations may take two forms, analogue and direct. Analogue 
observations involve using role-playing techniques or simulated situations to assess social 
skills. A vignette is presented to the individual, a prompt is delivered, and the response may 
be rated on several dimensions such as appropriateness or frequency. Analogue observations 
allow testing in a wide range of situations and provide opportunities to observe low frequency 
problem behaviors. However, researchers criticize analogue observations for several 
reasons: problems with external validity, lack of normative data, and lack of correspondence 
between role-play measures and other measures of social skills (Bellack, 1979; Bellack, 
Hersen, & Turner, 1978; Cone, 1977).
Direct behavioral observations in naturalistic environments constitute the "ideal 
method of accurately assessing skills" (Gresham, 1987, p. 16). Naturalistic observations may 
take place in any setting (e.g., home, classroom). In naturalistic observations, one or more 
raters record frequency, intensity, and/or duration of preset target behaviors. Each 
observation measure is unique because of the nature of the specific target behaviors.
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Sociometric Techniques
Sociometric techniques involve ranking or rating social competence and popularity 
and yield information about the degree to which a person is liked or disliked by peers (Asher 
& Hymel, 1981). In a ranking situation, peers nominate or choose children for certain 
categories with the number of nominations determining a child's score. The child might be 
asked to "name three classmates you like (don't like) very much" (Hymel & Asher, 1977). A 
rating method might involve having children rate peers on a Likert scale in response to
questions, such as "Is______ friendly?".
Sociometric techniques are generally considered socially valid measures of social 
skills. Because children's social skills directly affect their peers, peers provide valuable 
information about the child’s social skills. In addition, sociometric assessments tend to reflect 
both the behavioral and affective components of social competence (Denham, McKinnley, 
Couchoud & Holt, 1990). However, sociometric techniques have been criticized for 
potential social stigmatization and early indications of lack of reliability among young raters.
Finally, sociometric assessments have been used to develop a system of categories of 
social acceptance (Coie et al., 1982). In the Coie system, sociometric nominations, both 
positive and negative, determine category assignment: popular, neglected, rejected, and 
controversial. Popular children have high social impact, appropriate social skills and are 
socially preferred. Neglected children have low social impact, negative social preference and 
tend to show internalizing behaviors such as anxiety and social withdrawal (Coie, Dodge & 
Kupersmidt, 1990). Rejected children have high social impact and mixed social preference
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and high rates of externalizing behavior (aggression, disruption). Controversial children 
demonstrate both inappropriate externalizing benaviors and appropriate social behaviors 
(Gresham & Little, 1991).
The reliability or stability of sociometric measures has significant implications for the 
predictive utility of this assessment technique. In general, the ratings of older elementary 
aged children fall in the average to high range of stability. Coie et al., (1982) reported 
stability coefficients (12 weeks) ranging from p=.46 to r=.88. Coie and Dodge (1983) found 
1 year stability coefficients ranging from .42 to .068. Some researchers have found that the 
ratings of young children may not be stable (Hymel, 1983; Rubin & Daniels-Biemess, 1983). 
However, others have found ratings of young children to be as reliable as nomination 
techniques (Bullock, Ironsmith, & Poteat, 1988). Nomination techniques demonstrate 
stability with children as young as 3-5 years of age and tend to increase in stability and 
predictive validity as the nominator increases in age (Denham & McKinnley, 1993; Wasik, 
1987; Musun-Miller, 1990).
Checklists
Social skill checklists and inventories can be self-report measures or reports by others. 
Many instruments primarily developed to screen for behavior problems contain factors of 
social competence. The Achenbach Child Behavior Checklist (Achenbach & Edelbrock,
(1981) and the Revised Behavior Problem Checklist (Quay & Peterson, 1987) are examples 
of general behavior screening tools. General behavior inventories, however, may not be 
particularly useful for designing interventions because the inventories usually indicate broad
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categories of problems instead of specific deficits (Gresham & Cavell, 1987). A direct 
assessment of social strengths and deficits is more amenable to treatment planning to 
remediate social difficulties.
Several instruments specifically designed to assess social skills have been developed 
for use with a wide range of populations and age groups. Checklists have been developed for 
preschoolers, school-aged children, and adults. The differences in these instruments reflect 
acknowledgment of the developmental aspect of social behavior and changing social roles 
throughout the lifespan as well as the enormous complexity of the concept of social skills. 
Instruments for each developmental group will be reviewed briefly below.
Preschool
Current research trends support the importance of early assessment and intervention 
(Marfo & Cook, 1991). Peer interaction and evaluation plays an important part in a child’s 
development even before elementary school, thus, the social problems of many children begin 
in preschool (Hartup, 1983). Two rating scales emerge as representative of social 
competence assessment with preschoolers, the Preschool Socioaffective Profile (PSP) and 
the Social Strategy Rating Scale (SSRS).
The Preschool Socioaffective Profile (PSP) is an 80 item inventory of target 
behaviors based on emotional expression in social and non-social contexts. Teachers use a 6- 
point Likert type scale to rate a child on each item. The PSP was designed to provide a well- 
standardized measure useful for preschool teachers which would identify both specific types 
of problems and specific aspects of social competence. In addition, the scale was designed as
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a pre-post measure. LaFreniere, Dumas, Capuano and Dubeau (1992) investigated the 
psychometric properties of the PSP with 608 preschoolers. Inter-rater reliability for the PSP 
fell in the high range (r=.72 to .89) while the test-retest reliability proved even higher (r=.78 
to .93). The measure proved internally consistent (alpha = .79 to .91) across the eight 
subscales. The authors found evidence for content validity in the factor analysis which 
revealed three main factors: social competence, externalizing behavior, and internalizing 
behavior. The authors found evidence for concurrent validity in the moderate correlations 
with the Child Behavior Checklist. Finally, LaFreniere et al., (1992) evaluated the construct 
validity of the measure be comparing PSP scores with direct behavioral observation and 
sociometric nominations. The PSP consistently agreed with both behavioral observations and 
peer sociometrics.
The Social Strategy Rating System fSSRS) is a 25 item rating scale designed so that 
each item is rated across frequency and appropriateness of the child’s social strategy. 
Observers use a 5-point Likert type scale to rate a child on the frequency of each item. The 
observer rates the appropriateness of the strategy on a 3-point Likert type scale if the 
frequency score of that strategy is 2 or greater. Beckman and Lieber (1994) investigated the 
psychometric properties of the SSRS with 47 preschoolers in early intervention programs. All 
children were observed at four time intervals (spanning 1 1/2 years) and in three settings 
(class, parent-dyad, playmate-dyad). The authors assessed inter-observer agreement with 
Kappa coefficients (range .65 to .92 for frequency, range .69 to 1.00 for appropriateness).
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The measure proved internally consistent in each of the three situations (class = .84, mother- 
dyad = .79, playmate-dyad = .86).
School Age
Social skills problems are frequently noticed for the first time when a child begins 
school. Deficits are noticed at this time because one of the major developmental tasks of 
early childhood is establishing successful peer relationships (Guralnick, 1986). Thus, the 
proliferation of instruments developed to assess social behavior in school-aged children is not 
surprising. Three commonly used scales are the Matson Evaluation of Social Skills with 
Youngsters (MESSY), Social Skills Rating Scale - Teacher (SSRS), and List of Social 
Situation Problems (LSSP).
The Matson Evaluation of Social Skills with Youngsters (MESSY) (Matson,
Rotatori, & Helsel, 1983) is a Likert type measure of school-aged children's social behaviors 
that has a 64 item teacher report version and a 62 item self report version. The teacher report 
has two factors, inappropriate assertiveness/impulsive and appropriate social skills (Matson & 
Ollendick, 1988). The self-report MESSY is composed of an appropriate social skills factor 
as well as other factors: inappropriate assertiveness and impulsive/recalcitrant, overconfident 
and jealousy/withdrawal. The MESSY has been used with a variety of populations such as 
visually impaired students (Matson, Heinze, Helsel, Kapperman & Rotatori, 1986), deaf 
students (Macklin & Matson, 1985), autistic children (Matson, Compton, & Sevin, 1991) and 
non-handicapped students (Spence & Liddle, 1990). The MESSY reportedly has good test- 
retest reliability (r= .80).
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The Social Skills Rating Scale - Teacher fSSRS-T) (Gresham & Elliot, 1990) is 
another scale for teacher evaluation of students’ social skills. The SSRS-T is a 30 question 
Likert-type scale which samples three behavior domains: cooperation, assertion, and self- 
control. A problem behavior score can also be computed from 18 questions tapping 
behaviors or characteristics such as fighting, arguing, and low self-esteem SSRS-T scores 
successfully predict sociometric ratings, with popular children having more social skills than 
unpopular children demonstrating convergent validity (Stuart, Gresham, & Elliot, 1991). The 
test-retest reliability coefficient for the SSRS-T ranges from .75 to .88.
A third rating scale is the List of Social Situation Problems (LSSP) (Spence, 1980). 
The LSSP is a self-report measure with eight factors. The first factor, Social 
Anxiety/Assertiveness, accounts for the majority of variance (Spence & Liddle, 1990). The 
LSSP has a test-retest reliability coefficient of .90. In their normative study, Spence and 
Liddle (1990) administered the MESSY, LSSP, and Children's Depression Inventory (CDI) 
to 279 grade school children. Both the LSSP and the MESSY discriminated between 
depressed and non-depressed children. Girls reported higher social skillfulness on the 
MESSY, but more social problems on the LSSP, indicating that checklists may address 
different aspects of social skills. The authors also found gender differences across age, 
suggesting the need for norms by grade and gender for social skills checklists.
Adults
Adults use very different social skills and must function in a much broader array of 
social situations than children. As a result, social skill measures for adults reflect this variety
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of situations. One well-standardized measure for assessment of social behavior in adults is 
the Social Performance Survey Schedule (SPSS) (Lowe & Cautella, 1978). The scale is 
comprised of fifty positive and fifty negative behaviors requiring a rating response on a five 
point Likert type scale. Initial psychometric studies revealed good test-retest reliability 
(r=.87) and good internal consistency (alpha = .88). In addition, several studies indicate that 
the SPSS is a valid measure of social behavior.
Miller and Funabiki (1984) examined the predictive validity of the SPSS for defining 
two criterion groups. A group of 30 highly socially competent males and a group of 30 males 
with low social competence were compared on the SPSS and several other behavioral 
measures in an attempt to predict later performance on a videotaped interaction with a 
woman. The SPSS demonstrated a reasonable level of predictive validity and the authors 
suggested the instrument might be useful as a criterion measure in future research.
Lowe and DUio (1985) conducted a factor analysis with a varimax rotation of the 
SPSS based on the scores of a sample o f652 undergraduate students. Seven factors 
accounted for approximately one third of the variance in scores. A large general factor 
labeled prosocial competence was evident for both male and female subsamples. However, 
genders differed on subsequent factors. Scores of men clustered in one large and three small 
negative factors while scores of women fell into five small negative factors.
In summary, behavioral checklists can be used reliable and valid with a wide range of 
individuals who function in the average range of intellectual and adaptive abilities. The major 
social tasks of each life stage (e.g., pre-school, adolescence, adulthood) dictate the content of
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the items of the scales. The extensive use of behavioral scales with other populations has lead 
to the development of scales for individuals with developmental disabilities. Individuals with 
developmental disabilities are unique because developmental level/cognitive levels is usually 
not aligned with the individual’s experiences. For example, a 28 year old individual with 
moderate mental retardation might be functioning at the developmental level of a seven year 
old, while having experienced employment situations and dating relationships that no seven 
year old would have encountered. As a result, this population requires an entirely different 
set of scales which account for both developmental level and potential life experiences.
Assessment of Social Skills in 
Adults with Developmental Disabilities
Researchers have assessed the sodal skills of adults with developmental disabilities by 
three primary means: tests of sodal problem solving, behavioral observations and behavioral 
checklists. Several measures exist or are currently being developed to assess sodal skills in 
adults with developmental disabilities, such as the Means-Ends Problem Solving Procedure 
(MEPSP), the Behavioral Sodal Skills Assessment (BSSA), a modified Sodal Performance 
Survey Schedule (SPSS), the Measure of Observable Sodal Skills (MOSS), and the Matson 
Evaluation of Sodal Skills in Individuals with Severe Retardation (MESSIER). These 
measures will be grouped into two categories: measures for individuals with mild to 
moderate mental retardation and measures for individuals with severe or profound mental 
retardation. This distinction between categories has persisted in the research literature and is 
based on etiology of mental retardation (typically more environmentally based for the first 
category and typically organically based for the second category). In addition to etiology,
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functioning abilities tend to be similar across persons with severe and profound mental 
retardation (frequently due to lack of verbal abilities).
Mild to Moderate Mental Retardation
Means End Problem Solving Procedure (MEPSPV Platt and Spivak (1975) devised 
the MEPSP which requires the client to generate solutions to several interpersonal problem 
scenarios. The MEPSP provides the client with the beginning of a story and solutions. The 
individual must provide the intermediate steps which link the two ends of the story. Mathias 
and Nettelbeck (1992) examined the reliability of the MEPSP with adolescents with mental 
retardation. The MEPSP demonstrated very high interrater or scoring reliability (r=.96) and 
moderate internal consistency (r=.74) and moderate test-retest reliability (r=.69). The authors 
concluded that this test of social problem solving could be used reliably with adolescents with 
mental retardation.
Social Problem Solving Test (SPST). Castles and Glass (1986) devised a similar 
measure designed to assess interpersonal problem solving skills. The SPST also uses the 
open-middle format and requires the subject to generate the steps which lead to a solution. 
Castles and Glass examined the utility of this measure with mildly and moderately retarded 
adults living in community settings. Inter-rater reliability for the SPST fell in the high range 
(r=.93), while the test-retest reliability proved lower (r=.61). Castles and Glass found 
evidence for content validity in the modest correlations between SPST scores and IQ scores. 
In addition, the SPST detected changes in social skill as a result of social skills training.
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Behavioral Sodal Skills Assessment (BSSA). Castles and Glass (1986) devised a 
direct observational measure designed to assess social skills in simulated situations. The 
BSSA consists of 12 problem situations, which are read to the subject. After each problem 
situation is read, a videotaped enactment is shown to the subject and the subject responds to 
the tapes as if the actors were present. They examined the utility of this measure with mildly 
and moderately mentally retarded adults living in community settings. Inter-rater reliability 
for the BSSA fell in the high range (r=.93) while the test-retest reliability proved lower 
(r=.70). Castles and Glass found evidence for content validity in the high correlations 
between the BSSA and the SPST and moderate correlations between BSSA scores and IQ 
scores. In addition, the BSSA detected changes in social skill as a result of social skills 
training.
Social Performance Survey Schedule - Revised (SPSS-R). Matson, Helsel, Bellack 
and Senatore (1983) modified the SPSS, a previously described behavioral checklist, for use 
with adults with mental retardation. In the initial evaluation, items which did not demonstrate 
adequate inter-rater reliability (r=.3 or greater) when used with adults with mental retardation 
were dropped from the scale. The wording of some items was altered slightly to represent 
more concrete phrasing of the original question. The mean inter-rater reliability of the 
subsequent 57 item scale fell in the adequate range (r=.57), when used with 207 adults with 
mental retardation ranging from mild to severe. A factor analysis of this measure revealed 
four subscales: appropriate social skills, poor communication skills, inappropriate assertion, 
and sociopathic behavior.
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The revised SPSS was subsequently used to evaluate the relationship between social 
skills and depression in adults with developmental disabilities (Helsel & Matson, 1988). A 
battery of measures designed to assess psychopathology and social skills was administered to 
99 mild to severely retarded adults. On appropriate scales, including the SPSS, both self- 
report and informant report were obtained for one third of the subjects. For self-report 
measures, depression and psychopathology scales correlated significantly with each other and 
with the SPSS. Coefficient alpha, a measure of internal consistency, approached .87 for the 
SPSS other informant version and .79 for the self-report version.
Measure of Observable Social Skills (MOSS'). Recently, Farrar-Schneider (1995) 
devised another measure to assess social behaviors in adults with mild mental retardation.
The MOSS is a 94 item inventory with a Likert type response format. The items for the 
MOSS were generated by reviewing the literature and other similar assessment scales, as well 
as interviewing caregivers of adults with mental retardation. The items were subsequently 
divided into two forms. The internal consistency of the MOSS is high for form A (r=.92) 
and for form B (.93). The test-retest reliability was also high for form A (r=.89) and form B 
(r=.90). The inter-rater reliability was in the moderate range for form A (r=.52) and form B 
(r=.63). Evidence for the validity of the MOSS was demonstrated by factor analysis and 
evaluation of concurrent validity. In a study with 212 subjects, the MOSS broke down into 
two factors,: Factor I - Basic Interpersonal Skills and Factor n  - Friendliness, which 
accounted for 40% of the total variance. In a study with 39 subjects, the MOSS was 
adequately correlated with a measure of sociometric status, particularly on Factor II-
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Friendliness (Farrar-Schneider, 1995). The MOSS appears to possess adequate psychometric 
properties. This study is the only existing research with the MOSS to date.
Severe Disabilities
Matson Evaluation of Social Skills in Individuals with Severe Retardation 
(MESSIER). Matson (1995) developed the MESSIER to assess social behavior in adults 
with severe disabilities. While other instruments existed which might tap some social 
behavior in severely disabled adults (e.g., Vineland Adaptive Behavior Scales), many more 
subtle and simplistic social behaviors were left untapped. A total of 95 items for the 
MESSIER were generated from items on the Vineland Adaptive Behavior Scales 
communication and socialization domains, the Matson Evaluation of Social Skills with 
Youngsters, and nomination by experts. The MESSIER was subsequently administered to 
staff familiar with 55 adults with severe disabilities. Pearson product moment correlations 
were computed for each question to determine preliminary stability across time (2 weeks) and 
raters. Items that had a correlation coefficient below .40 for both stability estimates were 
dropped leaving a total of 85 items. These 85 items were subsequently divided into six 
clinically derived subscales or items groups: 1) positive verbal behavior, 2) positive non­
verbal behavior, 3) general positive behavior, 4) negative verbal behavior, 5) negative non­
verbal behavior, and 6) general negative behavior. This revised version of the MESSIER has 
subsequently been used in one study to investigate the relationship between social skills and 
psychopathology.
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In the only existing study using the new measure, the MESSIER, the negative 
subscales of the MESSIER correlated with symptoms of psychopathology in a sample of 207 
adults with severe disabilities (Smiroldo & Matson, 1995). Individuals with high numbers of 
psychopathological symptoms were rated as having more negative behaviors than a control 
group matched for age, race, sex, and level of mental retardation. However, no predictive 
relationship was detected between positive social skills and psychological symptoms. In 
addition, cluster analysis failed to identify specific social skill profiles of excesses and deficits 
for individuals with varying symptomology. Thus, individuals with severe disabilities exhibit 
many excesses and deficits in many areas of social functioning. Preliminary evaluation of the 
psychometric properties of the current version of the MESSIER must be conducted to 
determine the stability and validity of the MESSIER for measuring social skills in adults with 
severe and profound mental retardation.
These instruments illustrate the differences among the wide array of instruments 
available for assessing social skills. Each instrument samples a behavior domain or domains 
which is slightly different from the others, reflecting the changing and evolving nature of 
social behavior and the complexity of the concept of social competence. The wide range of 
available instruments demonstrates the importance of using a scale designed to assess social 
skills in the population of interest.
Summary of Social Skills Assessment Research
Although consensus has not been reached regarding an exact definition of social skills 
or social competence, many theorists agree about several points. First, social functioning is
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an integral part of any individual’s overall functioning. Second, deficits of social functioning 
have frequently been associated with a host of other problems associated with personal 
adjustment. Third, each means of assessing social skills and social competence has 
advantages and disadvantages, as discussed next.
Behavioral observation assessment methods provide information about a person’s 
social responses in a specific situation. In addition, these methods can be readily modified to 
incorporate skills training into the ongoing assessment process. However, behavioral 
observation methods may be time consuming because many situations must be assessed to 
ensure accurate information about a broad range of social functioning. Other problems with 
behavioral observations include external validity problems, questionable reliability, and lack of 
agreement with other assessment methods.
Sociometric techniques provide valuable and direct information about popularity or 
social functioning. Thus, sociometric techniques are generally considered to be a socially 
valid means of assessing social skills. In addition, these techniques have allowed researchers 
to separate individuals into groups and determine the current and future implications of their 
pattern of social functioning (coie, Dodge & Kupersmidt, 1990). However, sociometric 
techniques do not give specific information about skill deficits. Thus, these techniques may 
not prove useful for treatment planning and have never been investigated or adapted for use 
with adults.
Behavioral checklists are a practical means of assessing social skills, allow 
information gathering from multiple sources, and provide specific information for treatment
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planning. In addition, checklists generally demonstrate higher reliability than other methods 
of assessing social skills. However, checklists have been criticized for failing to capture skills 
and deficits in the more complex social processes which may be responsible for poor social 
functioning. Checklists have also been criticized for focusing too heavily on inappropriate 
behaviors rather than social skills (Hughes & Sullivan, 1988).
Given the advantages and disadvantages of each of these methods of assessing social 
skills, the researcher or practitioner should choose his/her assessment method based on the 
population and the intended use of the information gathered. For individuals with severe 
disabilities, Singh and Winton recommend using in vivo and naturalistic observations, while 
steering away from general adaptive behavior inventories which provide little information 
about prosocial behavior and specific skills which need training. They also recommend that 
instruments provide data on current social competencies and assist in developing training 
programs that teach skills relevant to the current and future living situations.
Rationale for the Present Study 
Social competence is an integral component to current definitions of mental 
retardation (Greenspan & Granfield, 1992). Recently, researchers and practitioners have 
noted the lack of reliable and valid means of assessing social competence or social skills in 
adults with mental retardation. In particular, no prior efforts have been made to explore 
standardized assessment of social behavior in adults with severe disabilities. The current trend 
toward community placements makes knowledge about the social behavior of adults with 
severe disabilities an important concern (Lovett & Harris, 1987; Singh & Winton, 1983).
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Checklists are methods of assessing social skills that may prove useful for individuals 
with severe disabilities. However, the currently existing social skills checklists (for individuals 
with milder disabilities) may have a floor effect for individuals with severe disabilities: In 
other words, an individual with severe disabilities may demonstrate few or no complex social 
behaviors and would appear to have no social skills according to these measures. The 
conclusion that a person has no social skills may hinder treatment planning because the 
professional may not know where to begin to train sodal behaviors in these individuals. 
Checklists can aid in breaking sodal behaviors into very small, specific components. 
Identifying mastered components of sodal behavior aids treatment planning by allowing 
determination of component behaviors to shape more complex sodal behavior. Thus, 
practitioners need a tool specifically designed to assess sodal behavior in adults with severe 
disabilities to provide better treatment services for those individuals.
This study examined sodal skills in adults with severe disabilities, reflecting the 
increasing importance of the concept of sodal skill in individuals with developmental 
disabilities. With the changing definition of mental retardation, more emphasis has been 
placed on the role of sodal functioning in persons with mental retardatioa Review of the 
literature indicates that little research has focused on the sodal skills of adults with severe 
disabilities. The scale that was investigated in this study, the MESSIER, is the first 
standardized measure designed to assess sodal behavior in adults with severe disabilities. 
However, no psychometric information is available for this scale and only one investigation
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has been conducted using the MESSIER (Smiroldo, 1995). Interested readers should refer to 
the manual for background information on the development of the measure (Matson, 1995).
This study examined the psychometric properties of the MFSSTFR First, the 
MESSIER was administered to caregivers of 196 adults with severe and profound mental 
retardation. Test-retest reliability, inter-rater reliability, coefficient alphas, and percentage 
agreement were computed to evaluate the reliability or stability of the measure across time 
and raters. Reliability is considered the precursor to validity and an essential feature of any 
well-standardized measure (Crocker & Algina, 1986).
Second, a preliminary study of the validity of the MESSIER was conducted. First, 
coefficient alphas were computed for the six clinically derived subscales to determine if the 
items in these subscales share a high degree of variance. Large portions of shared variance 
within subscales indicate preliminary evidence for construct validity (Crocker & Algina,
1986). In addition, the convergent validity of the measure was investigated by evaluating 
whether this method of assessment (behavioral checklist) agrees with a different method of 
assessment of social behavior (sociometric nomination) for several subsamples of the 
population. The rank score of each subject was compared to the MESSIER total score and 
subscale scores. The rank scores should correlate significantly with the total score or 
subscale score if these two assessment methods are measuring the same construct. If these 
two methods correlate highly, then evidence would suggest that the MESSIER has the 
properties of a valid measure of social skill.
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If the MESSIER has good psychometric properties, many benefits to the research 
literature on adults with severe disabilities may follow. First, this scale is unique because it 
was specifically designed to measure social behavior in adults with severe disabilities and 
includes a wide array of the possible appropriate and inappropriate social behavior observed 
in this population. Second, a psychometrically sound scale would contribute to the fulfillment 
of one of the suggested requirements of the AAMR definition of mental retardation: 
standardized measures for each of the 10 areas of adaptive behavior. Third, the scale might 
be used to identify the social behaviors which contribute to the perception of social 
competence in adults with severe disabilities. Identification of these important factors will 
become valuable when adults with severe disabilities move into community settings and must 
function socially in the general population. Finally, the scale might be used clinically in 
subsequent investigations to suggest specific target behaviors for social skills training.
Additional information may be gained about the factors contributing to professionals 
and para-professionals definitions of "social skill." Examination of the items of the MESSIER 
that correlate most highly with higher sociometric rankings may lead to a greater 
understanding of those behaviors caregivers use to define social skill. This definition becomes 
important when one considers that many decisions about severely disabled individuals’ living 
arrangements may be based on their ability to function in the community and their ability to 
control inappropriate behaviors.
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METHOD
Subject Information
Participants
One hundred ninety-six adults (N = 196) with severe or profound mental retardation 
as defined by the Diagnostic and Statistical Manual of Mental Disorders - Fourth Edition 
(DSM-IV) participated. All participants resided in residential facilities for adults with 
developmental disabilities in Texas and Louisiana. Clients were randomly selected by the 
experimenter from units agreeing to participate in the study. These persons were between the 
ages of 20 and 88 with a mean age of 43 years (SD =15). All subjects had been diagnosed 
with severe or profound mental retardation in accordance with the criteria established by the 
American Association on Mental Retardation (Grossman, 1983).
The sample consisted of 112 males and 84 females. Most participants were 
Caucasian (67 %) with smaller subsamples of African-American (19 %) and Hispanic 
populations (11%). Race information was not available for a few subjects. Most participants 
functioned in the profound range of mental retardation (70 %) and were considered non­
verbal (56%). A summary of the demographic data appear in Table 2.
Informants
A staff member who had known the participant for at least six months served as 
informant. These staff held the positions of Psychologist, psychologist’s assistant, qualified 
mental retardation professional (QMRP), and direct care staff When direct care staff served 
as the informant, the participant’s staff psychologist or QMRP provided the name of the staff
40
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Table 2. Demographic Make-up of Subject Pool
Variable N %
Age
20-30
31-40
41-50
51-60
61-70
71-80
81-90
28
80
42
20
15
8
4
14
41
21
10
8
4
2
Gender
Male
Female
111
84
57
43
Race
Caucasian
African-American
Hispanic
Other
132
37
22
5
67
19
11
3
Level of Mental Retardation 
Severe 
Profound
58
137
29
70
Communication Skills 
Verbal 
Non-verbal
82
111
42
56
Physical Disabilities
Visual Impairments (Blind) 
Hearing Impairments (Deaf) 
Seizure Disorder
27
6
60
14
3
30
Dual Diagnosis
Psychiatric diagnosis present 
Psychiatric diagnosis absent
40
148
20
75
Note: Cumulative % for each variable may not equal 100 due to missing information.
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member who knew the person best. Informants were interviewed by the interviewer in a 
semi-structured interview involving demographics questions and the MESSIER.
Assessment Measures
Assessment measures for all subjects for all phases included: 1) a demographic 
questionnaire, and 2) a MESSIER scale. For subjects in the validity study, a sociometric 
ranking was also used (described in Part II - Validity).
Demographics. The demographics questionnaire was completed based on record 
review and information provided by the informant. Demographic variables included: age, 
gender, length of time in the facility, health problems, DSM diagnosis, level of mental 
retardation, verbal status and psychotropic medications. Each subjects current (DSM-IV) 
diagnosis was documented. If there was no DSM-IV diagnosis, the most recent diagnosis 
provided was obtained. The current level of functioning was documented as severe or 
profound for each participant based on intellectual and adaptive functioning levels according 
to the AAMR guidelines. However, specific numbers for Intelligence Quotients were not 
reported for each subject due to the insensitivity of intelligence tests for this population.
Instead, only general level of functioning (severe or profound) was documented. Each 
participant’s current status as a verbal or non-verbal adult was documented. Participants who 
spoke only one or two words or who did not possess functional speech or alternative 
language means (e.g. sign language) were considered nonverbal. Each participant’s current 
psychotropic medications and dosages were recorded and psychotropic medications were 
classified into categories (e.g. neuroleptics, anti-psychotics, anxiolytics, anti-depressants).
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MESSIER. The MESSIER (described above) was completed based on a semi- 
structured interview with each participant’s informant. The interviewer told the informant “I 
am conducting an experiment which examines social skills in adults with severe and profound 
mental retardation. I am going to read several statements to you. Please tell me whether each 
statement is true of the participant: never=0, rarely = 1, sometimes = 2, or almost always =
3.” The experimenter or a trained interviewer read the questions from the MESSIER and 
recorded the informant’s responses.
Part I - Reliability
Three types of reliability were calculated for this sample: internal consistency, test- 
retest reliability, and interrater reliability.
Internal consistency
Analysis of internal consistency was calculated based on data from 196 people to 
determine how consistently informants responded across items in the scale. Coefficient alpha 
indicates the lower bound of the proportion of variance in scores explained by common 
factors underlying item performance (Crocker & Algjna, 1986). A coefficient alpha was 
computed for the total MESSIER to provide an indicator of the internal consistency of the 
measure based on this sample. Coefficient alphas were also computed for each of the 
clinically derived subscales to determine if the items in each subscale are related based on 
empirical data. High internal consistency would indicate that the items of the subscale 
represent related constructs. Low internal consistency would support the notion that factor 
or cluster analysis may be needed before subscales are used in subsequent analyses.
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Interrater reliability
Approximately 25% of all participants (N = 50) were selected by the experimenter for 
a second interview with another rater. The interviews with the second rater were conducted 
separately and independently according to the same procedural guidelines as the first 
interview. The second interview was conducted within one day of the interview with the 
primary informant. Interrater reliability was calculated for items, subscales, and total score to 
assess the consistency of observations across different raters. A Pearson Product Moment 
Correlation coefficient was computed for the total MESSIER score and for subscale scores 
to evaluate the interrater reliability of the MESSIER. Percent total agreement, percent 
occurrence agreement and Spearman rank order correlation coefficients were obtained for 
each item. Since the MESSIER item ratings are Likert-type ratings, Spearman rank order 
coefficients are suggested because this procedure assumes data are ordinal and, therefore, 
does not violate any assumptions of higher order data, such as interval or ratio data 
(Gravatter & Wallnau, 1988).
Test-Retest reliability
For the purposes of calculating test-retest reliability for this sample, the primary 
informant was interviewed again approximately two to three weeks after the first 
administration of the MESSIER for approximately 22% of the sample (N = 42). Participants 
were randomly selected by the experimenter for a second interview. If the same informant 
was unavailable at the two to three week interval, a new participant was selected by the 
experimenter. Test-retest reliability was computed for the total MESSIER score using the
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Pearson Product Moment Correlation to assess the stability of an informants responses across 
time. For each item, test retest reliability was calculated by computing total percentage 
agreement, percent occurrence agreement and a Spearman rank order correlation coefficient.
Part II - Validity
Convergent Validity
To assess convergent validity of the MESSIER, staff members familiar with small 
subgroups of the participants were provided with a list of names and asked to rank order 
them from most socially skilled to least socially skilled. The following statement was made to 
each rater. "Which of these people has the most social skills? Make a list ranking them in 
order from most socially skilled to least socially skilled." In the event of a "tie" or judgment 
of equal skill level for two or more participants, the participants were given the same ranking 
with the next recorded ranking adjusted for the number of people ranked higher. For 
example, if 2 participants tied for second place in the ranking, each participant was given a 
ranking of 2 and the next person in level of skill was given the ranking of 4. Due to the 
ordinal nature of the sociometric data, Spearman rank order correlations were computed 
between each participant’s MESSIER total score and his/her sociometric ranking. Spearman 
rank order correlations were also computed between the subscale scores and sociometric 
rankings (see section below for rationale).
Additional Validity Analyses
When investigating the relationship between appropriate social behaviors and 
inappropriate social behaviors and sociometric rating, LeBlanc and Matson (1995) found that
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teachers were unable to detect statistically significant differences in appropriate social 
behaviors if inappropriate behaviors existed concurrently. They suggested that presence or 
absence of inappropriate behavior may be more closely associated with a person’s judgment 
of an individual as socially skilled or unskilled than presence of appropriate social behaviors.
In contrast, Farrar-Schneider (1995) found that gregariousness or friendliness was an 
important factor in determining the sociometric ranking of individuals with mild or moderate 
mental retardation. The weighting of inappropriate and appropriate social behavior in a 
person’s judgment of an individual with severe disabilities is currently unclear. In order to 
determine which set of behaviors (appropriate or inappropriate) was more closely associated 
with sociometric ranking, several correlations were computed. First, a Spearman rank order 
correlation was computed between sociometric ranking scores and the scores on the three 
appropriate behavior subscales (all positive social items). Second, a Spearman rank order 
correlation was computed between sociometric ranking scores and the scores on the three 
inappropriate behavior subscales (all negative social items). If the second Spearman rank 
order correlation is greater than the first, the results would indicate that inappropriate 
behaviors weigh more heavily in a person’s judgment of an individual with severe retardation 
as socially competent or incompetent. In addition, Spearman rank order correlation co­
efficients were computed for each subscale with sociometric ranking.
Following the ranking process, half of the rankers were asked follow-up questions to 
determine what factors may have influenced their social rankings. The first question focused 
on the factors which weighed most heavily in high social rankings: “What are the things
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about a person which made you rank them highly on this list?”. The second question focused 
on the factors which weighed most heavily in low social rankings: “What things made you 
rank people lower on this list?”. All responses were recorded.
Part IH - Analyses of Individual Differences 
Participants were divided into groups according to the following factors: level of 
mental retardation, psychiatric diagnosis, and age. After determining the accuracy of the 
assumption that the distribution of scores approximates the normal curve, One-way Analysis 
of Variance (ANOVA) procedures were computed for groups based on each demographic 
variable to determine if differences in social skills as measured by the MESSIER exist 
between the groups. The analyses were conducted to test several hypotheses.
Level of mental retardation
The first hypothesis was that a person’s level of mental retardation influences their 
social skills scores. The prediction was that level of mental retardation would be a significant 
variable in determining total MESSIER score with individuals with severe retardation having 
a greater total MESSIER score than individuals with profound retardation. A person’s level 
of mental retardation should be partially determined by their social competencies and deficits. 
In addition, a person’s level of mental retardation and cognitive capacity will greatly 
influence the complexity and number of skills they possess. Thus, one would predict that the 
total amount of social skill or competence as measured by the MESSIER would be greater in 
individuals with severe mental retardation than in individuals with profound mental 
retardatioa Scores of participants were divided into two groups: individuals with severe
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retardation and individuals with profound retardation. An ANOVA was calculated to 
determine if significant differences in MESSIER scores exist between these two groups. 
Diagnosis
The second hypothesis involved the effect of a DSM diagnosis upon an individual’s 
total social skills as measured by the MESSIER Smiroldo (1995) reported that individual’s 
with greater numbers of psychopathological symptoms had significantly lower scores on the 
MESSIER indicating that a relationship exists between psychopathology and social skills in 
individuals with severe retardation. However, specific diagnosis or clusters of symptoms did 
not predict profiles of social behavior. Individuals with any psychiatric diagnosis may have 
lower total MESSIER scores than individuals with no psychiatric diagnosis. Participants 
were divided into two groups: individuals with psychiatric diagnoses and individuals without 
psychiatric diagnosis who were matched to the first group on level of mental retardation and 
verbal status. An ANOVA was calculated to determine if significant differences in MESSIER 
scores exist between these two groups.
Age
The third hypothesis involved the relationship between age and social skills. Given 
the changing roles and social demands throughout the life span, one would expect social skills 
to differ between young people and older people. In order to maximize the ability to detect 
differences in social skills, subjects in two age groups were compared (young = age 20-30; 
old = age 55 and older). Significant evidence exists to suggest that individuals with mental 
retardation may age more quickly than the population of individuals in the normal range of
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intellectual functioning (Dalton & Crapper-McLaughlan, 1984; Thase, Tigner, Smeltzer & 
Liss, 1984; Zigman, Schupf Lubin & Silverman, 1987). As a result, age 50-55 is generally 
considered the appropriate lower bound for status as an older adult when conducting research 
with individuals with mental retardation (Janicki, Knox, & Jacobson, 1985; Seltzer, 1985). 
A One-way Analysis of Variance (ANOVA) was conducted to determine if membership in a 
certain age group (young vs. old) affected total MESSIER scores.
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RESULTS 
Reliability of the MESSIER
Internal Consistency
To assess the internal consistency of the MESSIER, co-efficient alpha was computed 
for the scale and for each of the subscales (Anastasi, 1988). The purpose of this statistic is to 
determine the lower bound of the proportion of variance in scores explained by common 
factors underlying item performance (Crocker & Algina, 1986). Derived alpha values were 
high for the scale and for each of the subscales. The alpha value for the entire scale was 
(r=.94) which indicates a very high degree of intercorrelation between items of the scale. In 
addition, the removal of any given item of the MESSIER would have little impact on the 
internal consistency of the scale as a whole (see Table 3 for alpha values if item removed). 
The alpha values for the positive subscales of the MESSIER were also quite high (range .87 
to .96, see Table 3). The alpha values for the negative subscales of the MESSIER were 
slightly lower but still in the high range (range .75 to .78). Each subscale seems to consist of 
items which contribute to a similar construct for that scale and thus, provide some empirical 
support for the clinically derived subscales of the MESSIER.
Interrater Reliability
The interrater reliability of the MESSIER was evaluated using Pearson product- 
moment correlation coefficients. Good correlations were found between raters for the total 
score (r=.79) and for all positive items (r=.85) and negative Hems (r=.75) of the MESSIER. 
The utility of the MESSIER in making consistent social skills ratings was evaluated using
50
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Table 3. Internal Consistency Information
Negative Non-Verbal .7567
General Negative .7831
Item___________________________________________ Alpha if item deleted
1. Turns head in direction of caregiver. .9434
2. Looks at face of caregiver when spoken to. .9436
3. Responds to voice of caregiver or another person. .9432
4. Distinguishes caregiver from others. .9427
5. Shows interest in unfamiliar people. .9427
6. Expresses 2 or more recognizable emotions. .9432
7. Shows affection toward familiar people. .9427
8. Shows interest in people other than caregivers. .9427
9. Extends hand toward familiar person. .9427
10. Plays with toy or object alone or with other people. .9433
11. Plays simple interaction game with other people. .9425
12. Distinguishes between people. .9424
13. Show interest in activities of other people. .9424
14. Imitates simple movements. .9422
15. Smiles in response to positive statements. .9426
16. Addresses at least two familiar people by name. .9418
17. Shows desire to please caregiver. .9421
18. Participates in game or activity with others with prompting. .9425
19. Participates in game or activity with others without prompting. .9425
20. Has a friend. .9434
21. Imitates phrases heard previously. .9423
22. Shows a preference for certain friends over others. .9428
23. Says “please” when asking for something. .9421
24. Labels own emotional states. .9421
25. Shares without being told to do so. .9430
26. Orients to noise. .9435
27. Responds to speech of others. .9429
28. Imitates sounds. .9425
29. Attempts to communicate using words or sounds. .9429
30. Follows rules in simple games without being reminded. .9426
31. Follows facility rules. .9427 
(table con’d)
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Item___________________________________________ Alpha if item deleted
32. Apologizes for unintentional mistakes. .9422
33. Talks with food in mouth. .9427
34. Responds appropriately when introduced to strangers. .9421
35. Returns borrowed items. .9429
36. Responds appropriately to activities in the environment. .9424
37. Disturbs others. .9433
38. Prefers to be alone. .9454
39. Isolates self. .9449
40. Responds to hugs with rigidity. .9451
41. Cries at inappropriate times. .9445
42. Has major or minor frequent temper outbursts. .9437
43. Exhibits inappropriate repetitive vocalizations. .9441
44. Communicates most needs verbally. .9417
45. Engages in self-injury or other inappropriate .9444 
behavior to avoid social contact.
46. Communicates most needs with gestures. .9434
47. Initiates verbal communication. .9417
48. Often does not attend to people or the environment. .9460
49. Does not follow simple instructions. .9427
50. Resists being touched. .9450
51. Avoids eye contact. .9450
52. Has trouble waiting for needs to be met. .9435
53. Prefers objects to people. .9448
54. Says “hello” when entering a room. .9421
55. Says “good-bye” when leaving a room. .9419
56. Has appropriate posture. .9435
57. Initiates most of own activities. .9424
58. Interacts positively with others. .9426
59. Interrupts teacher or caregiver helping another. .9432
60. Likes to hold hands with others. .9441
61. Follows caregivers around excessively. .9434
62. Pushes, hits, kicks, etc. peers or caregivers. .9438
63. Disrupts activities o f others. .9435
64. Speaks while others are speaking. .9425
65. Does the opposite of what he/she is told. .943 5
66. Is timid or shy in social situations. .9444
67. Exhibits peculiar or odd mannerisms in public. .9452
68. Touches others inappropriately. .9440
69. Holds onto others and will not let go. .9442
70. Uses arm or hand gestures to communicate. .9430
71. Demands excessive attention or praise. .9433 
(table con’d)
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Item_____________________________________  Aloha if item deleted
72. Reacts poorly to correction. .9432
73. Curses. .9428
74. Sleeps unless directed into a new activity. .9453
75. Makes embarrassing comments. .9435
76. Complains often. .9429
77. Makes loud inappropriate noises. .9447
78. Waves hello appropriately. .9418
79. Thanks or compliments others. .9420
80. Makes negative statements about self. .9435
81. Cooperates with caregivers. -9437
82. Seems unaware of what is going on around him/her. .9466
83. Shows interest in interacting. .9428
84. Speech shows no emotion. .9437
85. Carries out simple instructions. .9426
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percent agreement (total and occurrence) and Spearman’s rank order correlation coefficients 
(See Table 4). Total percent agreement represents the exact hit rate for each item with every 
response included. In order to control for potentially elevated total agreement percentages 
due to low endorsement rate of items, percent occurrence agreement was also computed. 
Occurrence agreement represents the exact hit rate given that the primary rating value is not 
zero (i.e. the item was endorsed). Percent total agreement ranged from 30% to 90%.
Percent occurrence agreement ranged from 11% to 83%. Spearman rank order correlation 
coefficients ranged from r = . 14 to r = .89, suggesting inadequate to high interrater 
consistency on individual items while the Pearson coefficient (r = .79) suggests good 
interrater consistency for the scale as a whole.
Test-Retest Reliability. The test-retest reliability of the MESSIER total score was 
measured using Pearson product moment correlation coefficients to evaluate the stability of 
ratings across time. High re-test reliability was obtained for the MESSIER total score 
(r=.86). The re-test reliability or stability of the individuals hems of the MESSIER was 
evaluated using percent agreement (total and occurrence) and Spearman’s rank order 
correlation coefficients. Total percent agreement for each hem ranged from 26% to 90% 
while percent occurrence agreement ranged from 18% to 89%. Spearman rank order 
correlation coefficients ranged from r=. 18 to r=.91 for the individual hems of the MESSIER 
(See Table 5).
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Table 4. Comparison of Percent Agreement (Total and Occurrence) and Spearman 
Rank-Order Correlation Coefficient for MESSIER Ratings Made By Two Independent 
Raters
Total Occur. Spearman’s Sig.
Item Aeree Agree R Level
1. Turns head in direction of caregiver. 76% 78% .4011 .00
2. Looks at face of caregiver when spoken to. 74% 74% .7195 .00
3. Responds to voice of caregiver or 72% 71% .2247 .11
another person.
4. Distinguishes caregiver from others. 74% 77% .4589 .00
5. Shows interest in unfamiliar people. 48% 50% .4240 .00
6. Expresses 2 or more recognizable emotions. 58% 58% .1360 .34
7. Shows affection toward familiar people. 62% 69% .6193 .00
8. Shows interest in people other than caregivers. 50% 49% .7833 .00
9. Extends hand toward familiar person. 54% 56% .4455 .00
10. Plays with toy or object alone or with others. 48% 45% .1782 .21
11. Plays simple interaction game with others. 38% 36% .3463 .01
12. Distinguishes between people. 76% 78% .6322 .00
13. Show interest in activities of other people. 64% 61% .6875 .00
14. Imitates simple movements. 56% 57% .6584 .00
15. Smiles in response to positive statements. 64% 69% .5419 .00
16. Addresses at least two familiar people by name. 78% 56% .8356 .00
17. Shows desire to please caregiver. 46% 45% .5956 .00
18. Participates in game or activity with others 66% 67% .6658 .00
with prompting.
19. Participates in game or activity with others 48% 37% .4534 .00
without prompting.
20. Has a friend. 50% 38% .5257 .00
21. Imitates phrases heard previously. 78% 63% .8170 .00
22. Shows a preference for certain friends over 50% 43% .3914 .00
others.
23. Says “please” when asking for something. 64% 35% .6043 .00
24. Labels own emotional states. 66% 35% .7579 .00
25. Shares without being told to do so. 58% 39% .4119 .00
26. Orients to noise. 58% 57% .1525 .29
27. Responds to speech of others. 74% 75% .4170 .00
28. Imitates sounds. 52% 44% .5608 .00
29. Attempts to communicate using words 60% 83% .2142 .13
or sounds.
(table con’d)
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Total Occur. Spearman’s Sig.
Agee Agree______ R_____Level
30. Follows rules in simple games without 54% 32% .4079 .00
being reminded.
31. Follows facility rules. 60% 59% .6808 .00
32. Apologizes for unintentional mistakes. 64% 30% .6649 .00
33. Talks with food in mouth. 66% 30% .7493 .00
34. Responds appropriately when introduced 66% 63% .7373 .00
to strangers.
35. Returns borrowed items. 70% 29% .5303 .00
36. Responds appropriately to activities in 42% 46% .4667 .00
the environment.
37. Disturbs others. 52% 47% .5343 .00
38. Prefers to be alone. 56% 54% .5688 .00
39. Isolates self. 52% 45% .6235 .00
40. Responds to hugs with rigidity. 54% 43% .4106 .00
41. Cries at inappropriate times. 48% 29% .3504 .01
42. Has major or minor frequent temper outbursts. 50% 43% .6543 .00
43. Exhibits inappropriate repetitive vocalizations. 56% 47% .5645 .00
44. Communicates most needs verbally. 84% 75% .8641 .00
45. Engages in self-injury or other inappropriate 60% 26% .5593 .00
behavior to avoid social contact.
46. Communicates most needs with gestures. 40% 28% .3967 .00
47. Initiates verbal communication. 72% 37% .8188 .00
48. Often does not attend to people or the 30% 27% .1844 .20
environment.
49. Does not follow simple instructions. 40% 38% .4378 .00
50. Resists being touched. 62% 48% .6015 .00
51. Avoids eye contact. 56% 40% .6007 .00
52. Has trouble waiting for needs to be met. 36% 30% .2408 .09
53. Prefers objects to people. 52% 39% .5347 .00
54. Says “hello” when entering a room. 76% 56% .8900 .00
55. Says “good-bye” when leaving a room. 70% 42% .7962 .00
56. Has appropriate posture. 46% 49% .1567 .27
57. Initiates most of own activities. 46% 36% .5337 .00
58. Interacts positively with others. 36% 42% .3753 .00
59. Interrupts teacher or caregiver helping another. 50% 34% .4819 .00
60. Likes to hold hands with others. 44% 38% .3910 .00
61. Follows caregivers around excessively. 60% 52% .5596 .00
62. Pushes, hits, kicks, etc. peers or caregivers. 62% 52% .5951 .00
63. Disrupts activities of others. 52% 28% .5097 .00
64. Speaks while others are speaking. 74% 56% .7486 .00
(table con’d)
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Item Aeree Aeree R Lev
65. Does the opposite of what he/she is told. 34% 29% .1816 .20
66. Is timid or shy in social situations. 58% 52% .4943 .00
67. Exhibits peculiar or odd mannerisms in public. 46% 35% .4137 .00
68. Touches others inappropriately. 62% 32% .5508 .00
69. Holds onto others and will not let go. 62% 20% .5032 .00
70. Uses arm or hand gestures to communicate. 40% 30% .3653 .00
71. Demands excessive attention or praise. 54% 38% .5334 .00
72. Reacts poorly to correction. 52% 46% .3883 .00
73. Curses. 82% 67% .8279 .00
74. Sleeps unless directed into a new activity. 58% 35% .3849 .00
75. Makes embarrassing comments. 74% 11% .5888 .00
76. Complains often. 78% 53% .7162 .00
77. Makes loud inappropriate noises. 58% 43% .6744 .00
78. Waves hello appropriately. 60% 52% .7485 .00
79. Thanks or compliments others. 66% 40% .7223 .00
80. Makes negative statements about self. 90% 80% .7000 .00
81. Cooperates with caregivers. 68% 71% .5070 .00
82. Seems unaware of what is going on 50% 33% .4084 .00
around him/her.
83. Shows interest in interacting. 52% 56% .5936 .00
84. Speech shows no emotion. 74% 25% .4502 .00
85. Carries out simple instructions. 66% 69% .5628 .00
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Table 5. Comparison of Percent Agreement (Total and Occurrence) and Spearman 
Rank-Order Correlation Coefficient for MESSIER Original Ratings And Test-Retest 
Ratings
Item
Total Occur. Spearman’s 
Aeree Aeree R
Sig-
Leve
1. Turns head in direction of caregiver. 67% 67% .2835 .069
2. Looks at face of caregiver when spoken to. 62% 61% .3799 .013
3. Responds to voice of caregiver or 71% 71% .4534 .003
another person.
4. Distinguishes caregiver from others. 69% 68% .5867 .000
5. Shows interest in unfamiliar people. 45% 36% .4937 .001
6. Expresses 2 or more recognizable emotions. 64% 63% .4311 .004
7. Shows affection toward familiar people. 43 42% .4759 .001
8. Shows interest in people other than caregivers. 55% 48% .6861 .000
9. Extends hand toward familiar person. 62% 58% .6087 .000
10. Plays with toy or object alone or with other 40% 42% .5002 .001
people.
11. Plays simple interaction game with other 45% 38% .4207 .006
people.
12. Distinguishes between people. 57% 56% .5512 .000
13. Show interest in activities of other people. 52% 41% .6666 .000
14. Imitates simple movements. 50% 50% .5567 .000
IS. Smiles in response to positive statements. 64% 61% .7253 .000
16. Addresses at least two familiar people by name. 81% 64% .7749 .000
17. Shows desire to please caregiver. 43% 38% .3924 .010
18. Participates in game/activity with prompting. 48% 47% .4153 .006
19. Participates in game/activity without 62% 36% .6323 .000
prompting.
20. Has a friend. 55% 18% .6781 .000
21. Imitates phrases heard previously. 81% 64% .7327 .000
22. Shows a preference for certain friends over 74% 75% .7324 .000
others.
23. Says “please” when asking for something. 74% 18% .5597 .000
24. Labels own emotional states. 81% 55% .7150 .000
25. Shares without being told to do so. 52% 24% .4279 .005
26. Orients to noise. 69% 71% .2518 .108
27. Responds to speech of others. 67% 72% .5177 .000
28. Imitates sounds. 60% 42% .4997 .001
29. Attempts to communicate using words or 71% 65% .6980 .000
sounds.
(table con’d)
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Total Occur. Spearman’s Sig.
Item_____________________________________ Agree Agree______R Level
30. Follows rules in simple games without 64% 50% .6353 .000
being reminded.
31. Follows facility rules. 48% 46% .4302 .004
32. Apologizes for unintentional mistakes. 81% 56% .7089 .000
33. Talks with food in mouth. 79% 50% .7124 .000
34. Responds appropriately when introduced 60% 37% .6864 .000
to strangers.
35. Returns borrowed items. 86% 43% .7541 .000
36. Responds appropriately to activities in 52% 48% .4864 .001
the environment.
37. Disturbs others. 57% 39% .7242 .000
38. Prefers to be alone. 55% 45% .6968 .000
39. Isolates self. 62% 46% .6951 .000
40. Responds to hugs with rigidity. 52% 29% .3536 .022
41. Cries at inappropriate times. 71% 64% .5409 .000
42. Has major or minor frequent temper outbursts. 74% 52% .5016 .001
43. Exhibits inappropriate repetitive vocalizations. 74% 75% .6947 .000
44. Communicates most needs verbally. 90% 83% .9336 .000
45. Engages in self-injury or other inappropriate 57% 40% .3065 .048
behavior to avoid social contact.
46. Communicates most needs with gestures. 57% 46% .6097 .000
47. Initiates verbal communication. 86% 75% .9191 .000
48. Often does not attend to people or the 43% 35% .3981 .009
environment.
49. Does not follow simple instructions. 26% 18% .2293 .144
50. Resists being touched. 69% 50% .5523 .000
51. Avoids eye contact. 67% 59% .6962 .000
52. Has trouble waiting for needs to be met. 52% 50% .3207 .038
53. Prefers objects to people. 57% 43% .4518 .003
54. Says “hello” when entering a room. 81% 45% .8194 .000
55. Says “good-bye” when leaving a room. 86% 60% .9052 .000
56. Has appropriate posture. 64% 64% .7056 .000
57. Initiates most of own activities. 40% 28% .2743 .079
58. Interacts positively with others. 60% 56% .7164 .000
59. Interrupts teacher or caregiver helping another. 43% 20% .5263 .000
60. Likes to hold hands with others. 60% 38% .6915 .000
61. Follows caregivers around excessively. 67% 40% .6497 .000
62. Pushes, hits, kicks, etc. peers or caregivers. 50% 31% .5511 .000
63. Disrupts activities of others. 38% 21% .3701 .016
(table con’d)
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Total Occur. Spearman’s Sig.
Item Aeree Aeree R Leve
64. Speaks while others are speaking. 71% 38% .6723 .000
65. Does the opposite of what he/she is told. 48% 33% .1800 .254
66. Is timid or shy in social situations. 64% 47% .6064 .000
67. Exhibits peculiar or odd mannerisms in public. 64% 42% .6413 .000
68. Touches others inappropriately. 71% 38% .5688 .000
69. Holds onto others and will not let go. 64% 35% .5158 .000
70. Uses arm or hand gestures to communicate. 45% 29% .5000 .000
71. Demands excessive attention or praise. 64% 52% .5556 .000
72. Reacts poorly to correction. 57% 35% .4821 .001
73. Curses. 86% 67% .8548 .000
74. Sleeps unless directed into a new activity. 71% 58% .7080 .000
75. Makes embarrassing comments. 83% 67% .5586 .000
76. Complains often. 81% 25% .7972 .000
77. Makes loud inappropriate noises. 64% 59% .5539 .000
78. Waves hello appropriately. 64% 39% .6893 .000
79. Thanks or compliments others. 90% 89% .8067 .000
80. Makes negative statements about self. 86% 33% .4011 .008
81. Cooperates with caregivers. 48% 46% .2453 .117
82. Seems unaware of what is going on around 57% 35% .5640 .000
him/her.
83. Shows interest in interacting. 55% 47% .5935 .000
84. Speech shows no emotion. 83% 60% .5115 .001
85. Carries out simple instructions. 64% 62% .6137 .000
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Convergent Validity
The convergent validity of the MESSIER total scores was evaluated using a 
subsample of subjects (n = 124). For each of ten samples of subjects, a psychology staff 
member was asked to rank order the subjects in his care from most to least socially skilled 
based on his definition of social skills. This procedure approximates a sociometric rating 
procedure which others have used to assess convergent validity. For five of the samples, 
after the staff member ranked the subjects, the experimenter asked follow-up questions to 
determine what factors contributed to a high social ranking and what factors contributed to a 
low social ranking.
The subject ranked as least socially skilled was assigned a score of 1, the nod subject 
was assigned a score of 2, and so on, resulting in the highest score being given to the subject 
ranked as the most socially skilled of that subsample. These assigned scores were then 
compared to the subject’s total MESSIER score and the subjects total score for positive 
items and total score for negative items using Spearman rank order correlation coefficients. 
Correlations between sociometric ranking and total MESSIER score ranged from r = .09 to 
r =.98 and were significant in 80% of subsamples indicating good validity for the MESSIER 
with most raters. Correlations between rankings and scores for all positive items of the 
MESSIER ranged from .r = .23 to r = .94 and were significant in 80% of subsamples while 
correlations for all negative items ranged from r = .20 to r =-.93 and were significant in only 
30% of subsamples. Correlations for each subscale are presented in Table 6. Finally, a 
summary of the results from the follow-up questions posed to rankers is presented in Table 7.
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Individual Differences
Analyses of Variance (ANOVAs) were conducted to test three hypotheses. The first 
involved level of mental retardation. In analyses in the form of a MANOVA using 1) the 
total MESSIER score, 2) the total for all positive items, and 3) the total for all negative items 
level of mental retardation significantly affected total scores {F (1,193) = 45.69, p < .001} 
due to differences in both negative social behaviors (F = 10.49, p = .001) and positive social 
behaviors (F = 92.9, p = .000). Followup univariate ANOVAs confirmed that level of 
mental retardation significantly effected the MESSIER total score {F (1, 193) = 52.39, p =
.00} with subjects with severe mental retardation having higher total MESSIER scores (mean 
= 104.1, sd = 35.9) than individuals with profound mental retardation (mean = 65.9, sd =38).
The second hypothesis involved the effect of psychiatric diagnosis upon total 
MESSIER score. Presence of psychiatric diagnosis significantly effected total score when 
diagnosed subjects were matched to non-diagnosed subjects for level of mental retardation 
and verbal status. Analyses in the form of a MANOVA using; I) the total MESSIER score;
2) the total for all positive items, and 3) the total for all negative items indicated that the 
significant differences in total MESSIER score (F (1,77) = 10.62, p = .002} were due to 
differences in negative social behaviors (F = 18.79, p < .001) rather than positive social 
behaviors (F = 2.51, p = .117). In addition, follow-up univariate ANOVAs confirmed that 
matched subjects with no diagnosis had higher total MESSIER scores than those subjects 
with a psychiatric diagnosis {F (1, 77) = 9.34, p = .00}(diagnosis: mean = 73.25, sd = 34.5, 
no diagnosis: mean = 90.08, sd = 40.9).
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Table 6. Validity Information - Spearman Rank Order Correlations Between 
Sociometric Ranking and MESSIER Total Scores and Subscale Scores and Total 
Positive and Total Negative Scores
Correlate Spearman’s R Significance Level
Total MESSIER .6589 .01**
Total Positive Items .6641 .01**
Total Negative Items .2759 .34
General Positive Subscale .7019 .00**
Positive Verbal Subscale .4382 .11
Positive Non-Verbal Subscale .5969 .02**
General Negative Subscale .3799 .18
Negative Verbal Subscale .4241 .13
Negative Non-Verbal Subscale -.1880 .52
Rater 2 Facility 1 N= 24
Correlate Spearman’s R Significance Level
Total MESSIER .5960 .00**
Total Positive Items .6805 .00**
Total Negative Items .1999 .34
General Positive Subscale .6259 .00**
Positive Verbal Subscale .2133 .31
Positive Non-Verbal Subscale .5527 .00**
General Negative Subscale .2985 .15
Negative Verbal Subscale .2755 .193
Negative Non-Verbal Subscale -.1287 .549
Rater 3 Facility 1 N= 19
Correlate Spearman’s R Significance Level
Total MESSIER .8125 .00**
Total Positive Items .7547 .00**
Total Negative Items -.3743 .11
General Positive Subscale .6673 .00**
Positive Verbal Subscale .6346 .00**
Positive Non-Verbal Subscale .7318 .00**
General Negative Subscale -.3968 .09
Negative Verbal Subscale .1841 .45
Negative Non-Verbal Subscale -.4797 .03**
(table con’d)
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Rater 4 Facility 1 N= 6
Correlate Spearman’s R Significance Level
Total MESSIER .0857 .87
Total Positive Items .3189 .538
Total Negative Items .2571 .623
General Positive Subscale .3189 .538
Positive Verbal Subscale .6377 .173
Positive Non-Verbal Subscale -.20 .704
General Negative Subscale .0286 .957
Negative Verbal Subscale .4857 .329
Negative Non-Verbal Subscale -.3479 .499
Rater 5 Facility 1 N= 12
Correlate Spearman’s R Significance Level
Total MESSIER .9371 .00**
Total Positive Items .8792 .00**
Total Negative Items -.5944 .04**
General Positive Subscale .8823 .00**
Positive Verbal Subscale .8273 .00**
Positive Non-Verbal Subscale .9244 .00**
General Negative Subscale -.4851 .11
Negative Verbal Subscale .0916 .77
Negative Non-Verbal Subscale -.8056 .00**
Correlate Spearman’s R Significance Level
Total MESSIER .5758 .08
Total Positive Items .2310 .52
Total Negative Items -3465 .32
General Positive Subscale .0729 .84
Positive Verbal Subscale .2810 .43
Positive Non-Verbal Subscale -.1094 .76
General Negative Subscale -.04 .90
Negative Verbal Subscale -.0795 . .82
Negative Non-Verbal Subscale -.6505 .04**
(Table con’d)
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Rater 7
Correlate Spearman’s R Significance Level
Total MESSIER .7939 .00**
Total Positive Items .9394 .00**
Total Negative Items -.3040 .39
General Positive Subscale .9152 .00**
Positive Verbal Subscale .8896 .00**
Positive Non-Verbal Subscale .9147 .00**
General Negative Subscale -.1969 .58
Negative Verbal Subscale .3200 .36
Negative Non-Verbal Subscale -.8207 .00**
Rater 8
Correlate Spearman’s R Significance Level
Total MESSIER .8500 .00**
Total Positive Items .7167 .03**
Total Negative Items -.9289 .00**
General Positive Subscale .7167 .03**
Positive Verbal Subscale .5439 .13
Positive Non-Verbal Subscale .8787 .00**
General Negative Subscale -.8703 .00**
Negative Verbal Subscale -.5908 .09
Negative Non-Verbal Subscale -.8954 .00**
Rater 9
Correlate Spearman’s R Significance Level
Total MESSIER .7000 .03**
Total Positive Items .9167 .00**
Total Negative Items -.3367 .332
General Positive Subscale .8000 .01**
Positive Verbal Subscale .7833 .01**
Positive Non-Verbal Subscale .6891 .04
General Negative Subscale -.2833 .46
Negative Verbal Subscale -.3682 .33
Negative Non-Verbal Subscale -.4268 .25
(table con’d)
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Rater 10 Facility 2 N= 10
Correlate Spearman’s R Significance Level
Total MESSIER .9758 .00**
Total Positive Items .8659 .00**
Total Negative Items -.9636 .00**
General Positive Subscale .8182 .00**
Positive Verbal Subscale .8651 .00**
Positive Non-Verbal Subscale .8110 .00**
General Negative Subscale -.8788 .00**
Negative Verbal Subscale -.5170 .12
Negative Non-Verbal Subscale -.9058 .00**
Averages across raters: N = 124
Correlate Spearman’s R
Total MESSIER .6886
Table 7. Responses to follow-up questions asked after ranking subjects from most 
socially skilled to least socially skilled.
Factors associated with high social ranking
1. Verbal skills
2. Seeking interaction or initiating interaction
3. Communication skills
4. Higher level o f cognitive functioning
5. Higher level o f activity
6. Good conversation skills, eye contact, politeness, friendliness
Factors associated with low social ranking
1. Presence of autism
2. Stereotypies
3. Failure to respond to the environment
4. Physical disabilities
5. Lack of self-care skills
6. Failure to seek interaction
7. More behavior problems (behavior problems outweighed skill level)
8. Social isolation
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The final hypothesis involved the effect of age on total MESSIER score. Subjects 
between the ages 20-30 were assigned to the young group and subjects aged SS and older 
were assigned to the older group. Initial MANOVAs revealed no no significant effect of age 
group on total MESSIER score {F (1,60) = .601, p = .441}, positive items {F (1,60) = 1.20, 
p = .278}, or negative items {F (1,60) = 1.508, p = .225}. Follow-up univariate ANOVAs 
confirmed that there was no significant effect of age group on total MESSIER score {F (1, 
60) = 1.08, p = .3020} (younger mean = 82.4, sd = 33.02; older mean = 92.2, sd = 36.7).
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DISCUSSION
In the present study, the initial psychometric properties of an already existing measure 
(Matson Evaluation of Social Skills in Individuals with Severe Retardation - MESSIER) were 
examined. The reliability of the measure was evaluated in terms of internal consistency, 
interrater reliability and test-retest reliability. In addition, the convergent validity of the 
measure was evaluated by comparing MESSIER ratings to another method of social skills 
assessment - sociometric ranking. The relative impact of appropriate and inappropriate social 
behavior on social status was also evaluated. Finally, several hypotheses were tested 
concerning the impact of certain demographic variables on social skills.
Internal consistency as measured by coefficient alpha was high for the MESSIER as a 
whole and also high for individual clinically derived subscales of the MESSIER. Thus, we 
can conclude that a large portion of the variance in MESSIER scores is accounted for by 
common factors underlying item performance (Crocker & Algina, 1986). The high internal 
consistency for each of the individual clinically derived subscales also lends support to the 
notion that each of these sets of items represent constructs which account for a significant 
portion of the variance in their respective scores. Test-retest reliability was also quite high for 
the MESSIER (r=.96) indicating that people’s ratings remain fairly consistent over short 
periods of time. However, inter-rater reliability was somewhat lower (r=.79).
Judgment of the frequency, intensity, and importance of behaviors tends to fluctuate 
across individuals and the fluctuation can be increased when these dimensions are assessed 
with a Likert-type measure ( Matson & Ollendick, 1988). One person may interpret a
68
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statement such as “prefers objects to people” to mean that a person would almost never 
choose to interact with people if other stimuli were available while another person might 
endorse the item if the individual demonstrated particular or obsessive interest in a favorite 
object. In general, trained observers with strict operational definitions tend to have higher 
inter-rater reliability, but trained observers and strict definitions may not be entirely 
appropriate for the uses of this scale. Instead, one might keep in mind the differences which 
tend to occur across raters and obtain information from multiple sources when using a Likert- 
type measure.
The next step in the evaluation of the psychometric properties of the measure was an 
evaluation of the validity of the measure in the form of convergent validity. Given that the 
logic of the subscales was supported with empirical evidence (good internal consistency for 
the clinically derived subscales), no factor analysis was conducted and other forms of validity 
were investigated. Convergent validity was evaluated by determining the agreement of this 
behavioral checklist (the MESSIER) with another method of assessing social skill - 
sociometric ranking. For a sub sample of participants, independent raters were asked to rank 
order individuals from least to most socially skilled based on their definition of social skills. 
The rankers were also asked follow-up questions to determine what factors influenced their 
rankings. MESSIER total scores were highly correlated with ranking for 80% of the raters 
and were relatively unrelated for 20% of the raters.
By examining the correlations of different subscales of the MESSIER with ranking, 
we can begin to determine which aspects of social behavior (prosocial vs. antisocial, verbal
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vs. non-verbal, etc.) have greater impact on individuals ranking of another person’s level of 
social skill. Combined scores for all positive items (combination of the three positive 
subscales) generally correlated much more highly with overall rank than combined scores for 
all negative subscales. In addition, individual positive subscales also correlated more highly 
with rank than individual negative subscales for most raters. From this information, we can 
conclude that pro-social behaviors tended to have a much greater impact on a person’s 
perception of another person’s “social skill” than anti-social behaviors. This information 
supports the findings of Farrar-Schneider (1995) who found that a factor termed 
“Friendliness” was important in social rankings for individuals with mild and moderate mental 
retardation.
The follow-up questions revealed that primarily the presence or absence of positive 
social behaviors influenced people’s ranking of social skills. The factors affecting low social 
ranking tend to be categorized as lack of the positive social behaviors rather than independent 
maladaptive behaviors. In other words, presence of conversational skills contributed to high 
social ranking and absence of conversational skills contributed to low social ranking, but 
presence or absence of conversational skills is tapped by endorsement to some degree of 
items on the positive subscales of the MESSIER. Only rater 10 stated that presence of 
“behavior problems” lowered a person’s social ranking considerably and outweighed the 
presence of other good social skills. The correlation between his rankings and the negative 
subscales of the MESSIER were as high as the correlation between rankings and the positive 
subscales. Thus, his perception of the factors affecting his rankings is supported by the
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correlations between rankings and MESSIER scores. In addition, general level of 
functioning and level of adaptive skills tended to affect social status or ranking.
The first hypothesis tested the impact of mental retardation level on social skill as 
measured by MESSIER total score. Given that raters stated that lack of self-care skills and 
general level of cognitive functioning affected their rankings, we might also expect these 
factors which indicate level of mental retardation to affect MESSIER scores. This hypothesis 
was supported by an ANOVA indicating that level of mental retardation significantly affected 
total MESSIER score. Thus, there is additional support for the notion that social skill is a 
defining variable in the concept of mental retardation.
The second hypothesis tested the effect of presence of a psychiatric diagnosis on total 
MESSIER score. In fact, when participants with psychiatric diagnosis were matched with no 
diagnosed participants for level of mental retardation and verbal skills, presence of a diagnosis 
significantly affected total MESSIER score. Individuals with no diagnosis had, on average, 
MESSIER scores that were twice as high as individuals with a psychiatric diagnosis. In 
addition, the differences in total score are largely attributable to scores on items which are 
classified as negative behaviors. It has been well established that social skills deficits are 
associated with a variety of mental health problems, but this finding extends the knowledge 
about dual diagnosis and it’s relationship to social skill in individuals with severe and 
profound retardation. The reader should note that only presence/absence of a psychiatric 
diagnosis was used as a determining variable. No conclusions can be drawn about any 
specific diagnosis.
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The third hypothesis questioned the effect of aging on social skills. When a young 
group (age 20-30) was compared to an older group (SS and older), no differences in 
MESSIER total scores were evident. Several factors might contribute to this finding. First, 
the impact of life changes that occur with the aging process may be minimized in individuals 
with severe and profound mental retardation, particularly when those individuals are in 
residing in a large facility. Second, the skills sampled by the MESSIER might not be affected 
by the aging process. For example, the degree to which one “shows affection toward familiar 
people” or “responds to the speech of others” may not be affected to a great degree by 
increased age.
In summary, this investigation resulted in several general findings about the social 
behavior of individuals with severe and profound retardation and measured by the MESSIER 
First, level of mental retardation is an important determinant of social skill which supports 
the theory that social skill is one of the 10 important areas for assessment and diagnosis of 
mental retardation. Second, psychiatric diagnosis affects social behavior in individuals with 
severe and profound mental retardation by decreasing their overall level of social skills when 
compared to matched controls. Third, a variety of factors affect a rater’s perception of level 
of social skill with the primary factor being positive social behavior for most raters with 
negative social behaviors have generally less impact which supports the findings of Farrar- 
Schneider (1995) with higher functioning individuals.
The current investigation revealed adequate to good psychometric properties of the 
MESSIER which may result in several benefits to the field of developmental disabilities.
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First, reliable and valid instrument were requested by the American Association on Mental 
Retardation (AAMR) in the development of their new definition of social skills. The 
MESSIER may fulfill this request following further evaluation and development of a 
normative sample. Second, the MESSIER provides concrete information about specific 
behavioral skills which might be targeted to improve the social skills of individuals with social 
skills deficits. This information has not previously been available because no standardized 
instrument existed which did not have a “floor” effect for individuals with severe and 
profound mental retardation.
Several investigations might logically follow from the current study. First, 
investigators might examine the treatment utility of the MESSIER in improving the efficacy 
of social skills training with individuals with severe and profound mental retardation. 
Researchers might compare intervention upon target behaviors which have been generated 
with and without the information provided by the MESSIER to determine if the MESSIER 
can improve outcome.
Although this investigation examined one aspect of the validity of the MESSIER, 
validity is determined by an accumulation of evidence that a measure truly “measures the 
construct we assume it measures”. Therefore, additional studies must be conducted to 
provide more evidence that the MESSIER measures social skills. A cluster analysis with a 
large sample could be used to confirm or re-examine the constitution of the clinically derived 
subscales and provide an indicator of the construct validity of the MESSIER. In addition, an 
evaluation of the correspondence between direct observation measures of social skill with this
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behavioral checklist would provide another indicator of convergent validity according to 
Campbell and Fiske’s muititrait-multimethod approach (1959).
Discriminant validity is the other primary means of establishing construct validity for a 
measure (Campbell & Fiske, 1959). Establishing discriminant validity involves determining 
whether scores discriminate significantly among groups who are expected to differ in a given 
variable (e.g. their levels of social skill). In the case of the MESSIER, one might expect 
individuals living in community based settings to have more social skills than individuals 
residing in less integrated settings for several reasons. Individuals who have successfully 
managed to function in more integrated settings have probably been required to demonstrate 
and utilize more advanced social skills than individuals in more restrictive placements. 
Individuals in community-based settings might also have had more opportunity to observe 
and participate in a wide range of social interactions. Thus, if scores on the MESSIER could 
accurately identify individuals according to their residential placement we might conclude that 
the MESSIER had adequate discriminate validity. A future study might endeavor to 
investigate the discriminate validity of the MESSIER in this manner.
Another potential area for future investigation with the MESSIER is normative data. 
Although the current sample was not large enough to attempt to establish a normative group 
for the MESSIER, a normative sample would be valuable because it would allow comparison 
between persons of similar functioning levels. A normative sample would be stronger if the 
sample included individuals residing in the community and in differing geographic regions.
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The current sample includes individuals from two neighboring states, Texas and Louisiana, 
living in residential facilities.
In summary, the current investigation revealed good psychometric properties for the 
MESSIER. The MESSIER is a unique measure because it was specifically designed for 
individuals with severe and profound mental retardation and includes a wide array of potential 
prosocial and inappropriate social behaviors. High internal consistency and test-retest 
reliability is combined with inter-rater reliability and preliminary evidence of convergent 
validity. Additional investigations are needed, but the MESSIER appears to be a promising 
measure which can be used to continue to investigate the important components of social skill 
in individuals with severe and profound mental retardation.
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APPENDIX
Items of Matson Evaluation of Social Skills in Individuals with Severe Retardation 
grouped by clinically derived subscale.
Positive Verbal
16. Addresses at least two familiar people by name.
21. Imitates phrases heard previously.
23. Says “please” when asking for something.
24. Labels own emotional states.
28. Imitates sounds.
29. Attempts to communicate using words or sounds.
32. Apologizes for unintentional mistakes.
44. Communicates most needs verbally.
47. Inititates verbal communication.
54. Says “hello” when entering a room.
55. Says “good-bye” when leaving a room.
79. Thanks or compliments others.
Positive Non-Verbal
1. Turns head in direction of caregiver.
2. Looks at face of caregiver when spoken to.
4. Distinguishes caregiver from others.
5. Shows interest in unfamiliar people.
9. Extends hand toward familiar person.
10. Plays with toy or object alone or with other people.
14. Imitates simple movements.
15. Smiles in response to positive statements.
26. Orients to noise.
35. Returns borrowed items.
46. Communicates most needs with gestures.
56. Has appropriate posture.
60. Likes to hold hands with others.
70. Uses arm or hand gestures to communicate.
78. Waves hello appropriately.
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General Positive
3. Responds to voice of caregiver or another person.
6. Expresses 2 or more recognizable emotions.
7. Shows affection toward familiar people.
8. Shows interest in people other than caregivers.
11. Plays simple interaction game with other people.
12. Distinguishes between people.
13. Show interest in activities of other people.
17. Shows desire to please caregiver.
18. Participates in game or activity with others with prompting.
19. Participates in game or activity with others without prompting.
20. Has a friend.
22. Shows a preference for certain friends over others.
25. Shares without being told to do so.
27. Responds to speech of others.
30. Follows rules in simple games without being reminded.
31. Follows facility rules.
34. Responds appropriately when introduced to strangers.
36. Responds appropriately to activities in the environment.
57. Initiates most of own activities.
58. Interacts positively with others.
81. Cooperates with caregivers.
83. Shows interest in interacting.
85. Carries out simple instructions.
Negative Verbal
33. Talks with food in mouth.
41. Cries at inappropriate times.
43. Exhibits inappropriate repetitive vocalizations.
64. Speaks while others are speaking.
73. Curses.
75. Makes embarrrasing comments.
76. Complains often.
77. Makes loud inappropriate noises.
80. Makes negative statements about self.
84. Speech shows no emotion.
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Negative Non-Verbal
38. Prefers to be alone.
39. Isolates self.
40. Responds to hugs with rigidity.
49. Does not follow simple instructions.
50. Resists being touched.
51. Avoids eye contact.
53. Prefers objects to people.
61. Follows caregivers around excessively.
62. Pushes, hits, kicks, etc. peers or caregivers.
67. Exhibits peculiar or odd mannerisms in public.
68. Touches others inappropriately.
69. Holds onto others and will not let go.
74. Sleeps unless directed into a new activity.
82. Seems unaware of what is going on around him/her.
General Negative
37. Disturbs others.
42. Has major or minor frequent temper outbursts.
45. Engages in self-injury or other inappropriate behavior to avoid social contact.
48. Often does not attend to people or the environment.
52. Has trouble waiting for needs to be met.
59. Interrupts teacher or caregiver helping another.
63. Disrupts activities of others.
65. Does the opposite of what he/she is told.
66. Is timid or shy in social situations.
71. Demands excessive attention or praise.
72. Reacts poorly to criticism.
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